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BIOTERRORISM PREPAREDNESS: PEOPLE, 
TOOLS, AND SYSTEMS FOR DETECTING AND 
RESPONDING TO A BIOTERRORIST ATTACK 


MONDAY, MAY 3, 2004 

House of Representatives, 

Committee on Science, 

Washington, DC. 

The Committee met, pursuant to call, at 10:00 a.m., in the Shaw- 
nee Mission Room, Shawnee Mission Medical Center, 9100 West 
74th Street, Shawnee Mission, Kansas, Hon. Randy Neugebauer 
[Acting Chairman of the Committee] presiding. 
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HEAHING CHARTER 

COMMITTEE ON SCIENCE 
U.S. HOUSE OF REPRESENTATIVES 

Bioterrorism Preparedness: People, 
Tools, and Systems for Detecting and 
Responding to a Bioterrorist Attack 

MONDAY, MAY 3 , 2004 
io:oo A.M.-i2:oo p.m. 

SHAWNEE MISSION MEDICAL CENTER 
SHAWNEE MISSION, KANSAS 


1. Purpose 

On Monday, May 3, 2004, the House Science Committee will hold a field hearing 
to receive testimony on state and local preparedness for a bioterrorist attack, on the 
role of the Federal Government in supporting local efforts to prepare for, detect, and 
respond to a bioterrorist attack, and on the development and deployment of tools 
and systems for detecting and responding to a bioterrorist attack. 

2. Witnesses 

Mr. Charles A. Schable is the Director of the Bioterrorism Preparedness & Re- 
sponse Program at the U.S. Department of Health and Human Services’ Centers for 
Disease Control and Prevention (CDC). CDC’s bioterrorism and public health pre- 
paredness activities include support for strengthening of regional and state labora- 
tories’ capacity to detect different biological and chemical agents, upgrading of state 
and local health agencies’ capacity to detect and communicate different health 
threats, and working with pharmaceutical companies and other partners to create 
regional stockpiles of the drugs needed to treat intentionally-launched disease out- 
breaks. 

Mr. Samuel H. Turner, Sr. is the Chief Executive Officer of Shawnee Mission 
Medical Center (SMMC). SMMC has mutual aid agreements with local government 
agencies to monitor and respond to potential biolo^cal events, and uses bio-surveil- 
lance software to coordinate and communicate with other local hospitals to track 
outbreaks of diseases. 

Mr. Richard J. Morrissey is Acting Director of Health at the Kansas Department 
of Health & Environment (KDHE). The KDHE responds to potential public health 
emergencies resulting from bioterrorism events and natural disease outbreaks. The 
KDHE Bioterrorism Program includes preparedness planning and response assess- 
ment, surveillance and epidemiologic capacity, laboratory capacity, health alert net- 
work/communications and information technology, risk communication and health 
information dissemination, and education and training. 

Ms. W. Kay Kent is the Administrator/Health Officer at the Lawrence-Douglas 
County Health Department. Her expertise is in community health nursing, and she 
serves on the Bioterrorism Preparedness Planning Committee for the Kansas De- 
partment Health and Environment and Kansas Association of Local Health Depart- 
ments. Lawrence-Douglas County experienced an outbreak of cryptosporidiosis in 
September of 2003, so Ms. Kent has recent practical experience in disease/outbreak 
management, treatment, and prevention, as well as in working with CDC in out- 
break response efforts. 

Mr. Brad Mason is the Division Chief of Special Operations at Johnson County 
Med-Act, where he directs the emergency medical services (EMS) Special Operations 
Teams. He is responsible for EMS emergency planning for mass casualty, mass fa- 
tality, incident management, hazardous materials, and weapons of mass destruction 
incidents. He is also the Chairman of the Mid America Regional Council Emergency 
Response Committee, through which he has worked on regional incident response 
and communications plans and metro-wide hospital diversion protocols. 

Dr. Ronald J. Kendall is the Director of The Institute of Environmental and 
Human Health (TIEHH) at Texas Tech University/Texas Tech University Health 
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Sciences Center. He is an expert in environmental toxicology. TIEHH leads the Ad- 
miral Elmo R. Zumwalt, Jr. National Program for Countermeasures to Biological 
and Chemical Threats, which includes work on detection, biological mechanisms, 
physical and medical countermeasures, modeling, and education, training, and out- 
reach. 

3. Overarching Questions 

The hearing will address the following overarching questions: 

• How do first responders, Federal, State and local governments, and health 
services providers work together to prepare for, detect, and respond to bioter- 
rorist attacks? 

• What tools and systems are used to detect and respond to bioterrorist at- 
tacks? What tools need to be developed? Who is developing these tools? Who 
is deplo 3 dng them? What barriers exist to their use? 

• How does preparedness for bioterrorist attacks affect our ability to meet day- 
to-day health care needs and respond to natural disease outbreaks? 

4. Brief Overview 

• To be properly prepared to detect and respond to a bioterrorist attack, numer- 
ous governmental and private entities must coordinate their efforts and plan 
for targeted and prioritized use of public health resources. Key players in- 
clude federal agencies, state and local health departments, first responders, 
and hospitals. 

• Development and deployment of information technology systems for the detec- 
tion of bioterrorist agents or other infectious diseases, the surveillance of un- 
usual symptoms, and rapid communication during incident management is 
significantly improving capabilities to detect and respond effectively to bioter- 
rorist incidents and natural outbreaks of infectious diseases. 

• After the anthrax attacks in the fall of 2001, the Department of Health and 
Human Services (HHS) expanded its programs to fund state, municipal, and 
territorial governments’ efforts to upgrade their bioterrorism preparedness 
and response capabilities. In fiscal years 2002 and 2003, HHS distributed a 
total of $2.5 billion. 

• Great strides in preparedness have been made. However, a 2003 GAO report 
found that workforce shortages and gaps in disease surveillance and labora- 
tory facilities continue to potentially limit state and local jurisdictions’ ability 
to response to a bioterrorist attack. Further strengthening public health sys- 
tems will not only improve bioterrorism preparedness, but will also improve 
our capability to detect and respond to natural outbreaks of infectious dis- 
eases. 

5. Background 

Vulnerability to Infectious Disease Crises 

We live in a mobile, highly interconnected society. Infectious diseases can be 
spread rapidly via people’s movement across countries and across oceans on planes, 
and hazardous substances can be spread broadly via the mail system. The dangers 
and potential impact of a bioterrorist attack can be seen in recent examples of inten- 
tional and natural disease outbreaks — the anthrax attacks through the postal sys- 
tem in the fall of 2001 and the severe acute respiratory syndrome (SARS) epidemic 
experienced by China and internationally in 2003. These incidents highlight the 
challenges inherent in identifying and addressing gaps that could impair health sys- 
tems’ capacity to respond to sudden infectious disease outbreaks. To be properly pre- 
pared for a bioterrorist attack, plans for targeted and prioritized use of public health 
resources must be made, and these plans will have the added benefit of improving 
our capability to detect and respond to natural outbreaks of infectious diseases. 

Efforts to Improve Preparedness 

After the anthrax attacks in the fall of 2001, Congress was concerned that the 
Nation was not prepared to respond to a bioterrorist attack that resulted in a major 
public health threat. Therefore, several months after the incidents, Congress appro- 
priated funds to strengthen state and local bioterrorism preparedness. The Depart- 
ment of Health and Human Services (HHS), through the CDC and the Health Re- 
sources and Services Administration, provided funds through cooperative agreement 
programs with state, municipal, and territorial governments. These agreements 
were aimed at upgrading bioterrorism preparedness and response capabilities at 
state and local public health agencies, hospitals, and emergency medical service 
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agencies, and the participants were required to complete specific activities designed 
to build public health and health care capacities. In fiscal years 2002 and 2003, 
HHS distributed a total of $2.5 billion toward this effort. 

The General Accounting Office (GAO) has performed several studies relating to 
the public health system’s preparedness for bioterrorist attacks and natural infec- 
tious disease outbreaks. In testimony last year,i GAO described how efforts of state 
and local public health agencies to prepare for a bioterrorist attack have improved 
the Nation’s capacity to respond to infectious disease outbreaks and other major 
public health threats, but also noted that gaps in preparedness remain. For exam- 
ple, most hospitals reported participating in basic planning activities for large-scale 
infectious disease outbreaks and training staff about biological agents, but most hos- 
pitals also lacked adequate equipment, isolation facilities, and staff to treat the 
large increase in the number of patients that could result from a bioterrorist attack. 
Not surprisingly, GAO found that jurisdictions that have had multiple prior experi- 
ences with public health emergencies, including natural disasters, demonstrated the 
highest levels of preparedness. In another study, GAO also found that while contin- 
gency plans for disease outbreaks or bioterrorist events are being developed at the 
state and local levels, planning for regional coordination that transcends state 
boundaries was lacking.^ 

Information Technology for Disease Surveillance and Information Sharing 

Information technology (IT) systems can play a critical role in both detecting and 
responding to a public health emergency. Relevant examples of IT-facilitated infor- 
mation gathering include systems for environmental sampling and detection of bio- 
terrorist agents or other infectious diseases; surveillance systems that provide ongo- 
ing collection and analysis of data related to behavior or symptoms potentially asso- 
ciated with disease outbreaks; and systems that facilitate the timely delivery of in- 
formation to relevant responders and decision-makers. Ongoing advances in the de- 
velopment and deployment of sampling and surveillance systems are particularly 
critical, as early detection of a bioterrorist attack or disease outbreak enables public 
health officials to issue warnings and execute containment and treatment plans to 
mitigate the potential effects of the incident. 

A large number of surveillance and information sharing systems are operational 
or planned throughout the country. In spring of 2003, a GAO survey of just six fed- 
eral agencies identified about 70 such systems.^ One example is the Department of 
Defense’s Electronic Surveillance System for the Early Notification of Community- 
based Epidemics (ESSENCE). This system is designed to support early identification 
of infectious disease outbreaks among personnel using military treatment facilities. 
The system works by gathering daily data on symptoms reported by patients and 
alerting officials when data show abnormal patterns. Another federal system is the 
CDC’s Health Alert Network, which is aimed at ensuring communications capacity 
at all local and state health departments; ensuring that these departments have the 
capacity to receive distance learning offerings from CDC and others; and ensuring 
that the public health system has the capacity to broadcast and receive health alerts 
at every level. 

6. Questions for Witnesses 

Questions for Mr. Schable 

• How does the CDC work with State and local governments on preparedness 
for a bioterrorist attack? 

• What tools and systems has the CDC developed, or is in the process of devel- 
oping, to assist State and local governments in detecting and responding to 
a bioterrorist attack? 

• If a bioterrorist attack occurred, what role would the CDC play in the re- 
sponse and how would the CDC coordinate with first responders. State and 
local governments, and health services providers? 


ifJ.S. General Accounting Office testimony before the Committee on Government Reform, 
House of Representatives on April 9, 2003; GAO-03— 654T. 

2U.S. General Accounting Office testimony before the Subcommittee on Emergency Prepared- 
ness and Response, Select Committee on Homeland Security, House of Representatives on Sep- 
tember 24, 2003; GAO-03-1176T. 

^U.S. General Accounting Office, Information Technology Strategy Could Strengthen Federal 
Agencies’ Abilities to Respond to Public Health Emergencies, May 2003, GAO— 03-139. The six 
agencies surveyed were the Department of Defense, the Department of Health and Human Serv- 
ices, the Department of Energy, the Department of Agriculture, the Environmental Protection 
Agency, and the Department of Veterans Affairs. 
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Questions for Mr. Turner 

• Please describe the elements of the Shawnee Mission Medical Center (SMMC) 
bioterrorism response plan. How has the plan been tested? Was the plan em- 
ployed during last year’s cryptosporidiosis outbreak? What lessons were 
learned from that experience and any other tests of the plan? 

• How would you compare the SMMC bioterrorism response plan with the 
plans in place at similarly-situated hospitals throughout the country? 

• How have Federal, State, and local governments provided coordination and 
assistance in SMMC’s efforts to prepare for a bioterrorist attack? What could 
these governments do to improve their efforts to help hospitals be better pre- 
pared for a bioterrorist attack? 

Questions for Mr. Mason 

• How does the current system for communication and coordination between 
hospitals and public health officials throughout the region work to facilitate 
overall first responder performance? How has this system changed or im- 
proved over the past several years? 

• How have recent technology advancements improved the performance records 
of first responders? 

• What could the Federal Government do to improve its efforts to help Johnson 
County be better prepared for a bioterrorist attack? 

Questions for Mr. Morrissey 

• What are the elements of the Kansas Bioterrorism Preparedness Program? 
What level of readiness currently exists in each of these elements, or “focus 
areas”? 

• What systems have been put in place by the Kansas Department of Health 
and Environment for early detection of a possible bioterrorist attack? Is there 
clear integration and coordination among the public health system, first re- 
sponders, and government officials about what to look for when trying to de- 
tect an attack and how to track information that may be useful for detection? 

• In Kansas, how do federal, state, and local officials interact in developing bio- 
terrorism preparedness plans? What could the Federal Government do to im- 
prove its contributions to support state and local preparedness? 

Questions for Ms. Kent 

• What is the Lawrence-Douglas County Health Department’s role in regional 
preparedness for a potential bioterrorist attack? 

• How have Federal and State governments facilitated Lawrence-Douglas 
County’s efforts to prepare for a bioterrorist attack? What could these govern- 
ments do to improve their efforts to help the county be better prepared for 
a bioterrorist attack? 

• Last summer, when the Kansas City area experienced an outbreak of 
cryptosporidiosis, how did your department interact with the CDC? Did the 
CDC offer the department and other local organizations an appropriate level 
of support during that outbreak? 

Questions for Dr. Kendall 

• What tools and systems is the Institute of Environmental and Human Health 
(TIEHH) working on to detect and respond to a bioterrorist attack? What or- 
ganizations provide the funding to support this research and development? 
How are the resulting technologies transitioned to users? 

• How does the TIEHH work with first responders and State and local govern- 
ment organizations to understand their needs for the technologies being de- 
veloped at TIEHH? How do you work with them on education, training, and 
outreach? 

• How can the Federal Government, particularly the Department of Homeland 
Security, improve its efforts to help communities be better prepared for a bio- 
terrorist attack? Are there specific areas that demand increased attention? 
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Mr. Neugebauer. We will call to order the Science Committee 
hearing for Bioterrorism Preparedness: People, Tools, and Systems 
for Detecting and Responding to a Bioterrorist Attack. It’s good to 
be here at Shawnee Mission Medical Center. 

Mr. Turner, thank you for allowing us to have this hearing here 
today. We appreciate that very much and it’s good to be with my 
friend and colleague, Congressman Moore from Kansas. 

I want to say to the people in Kansas that you are well rep- 
resented by Mr. Moore and other great Members from the Kansas 
delegation and so it’s a pleasure to be in Kansas today. 

Before I read my opening statement, I was thinking flying here 
yesterday about this hearing and those of us that, I look around 
the room, some of us grew up during the Cold War era and we re- 
member the threat of a nuclear attack and the drills and the pre- 
paredness that we went through in our nation for a different kind 
of attack. Today, we’re going to be talking about becoming more 
prepared for a different kind of threat to our nation and how we 
begin to, as we did in the Cold War, detect that threat, to respond 
to that threat and to mitigate that threat. 

And so I’m looking forward to today, and I know that we have 
a very distinguished group of panelists and we’re looking forward 
to hearing from them. 

So I’ll read my opening statement. First, I’d like to thank again 
my friend, Mr. Moore, Congressman Moore, for hosting this field 
hearing, his home state of Kansas. And I’d like to thank our panel 
of distinguished witnesses. Dr. Charles Schable; Mr. Turner, our 
host; Mr. Richard Morrissey, Ms. Kent and Mr. Brad Mason and 
my good friend. Dr. Ron Kendall, appearing before the Science 
Committee today. 

I’d like to recognize Dr. Kendall because he’s from my home town 
of Lubbock, Texas. Dr. Kendall is Director of the Institute of Envi- 
ronmental and Human Health or what we like to call TIEHH at 
Texas Tech University. He’s an expert in environmental toxicology. 
He leads the Admiral Elmo R. Zumwalt National Program for 
Countermeasures to Biological and Chemical Threats, which in- 
cludes work on detection, biological mechanisms, physical and med- 
ical countermeasures, modeling, education, training and outreach. 
Thank you. Dr. Kendall, for being here today. Thank you for taking 
time out of your busy schedule. 

At this time in American history, our national security has be- 
come the most important issue facing our nation. The events of 
September 11, along with our anthrax attacks in 2001, have in- 
creased the Nation’s concern about bioterrorism and our ability to 
respond to those attacks. 

Public health professionals play a vital role in preparing and co- 
ordinating emergency personnel for such events. They are respon- 
sible for detecting, investigating and identifying disease outbreaks 
and simultaneously communicate effective information for our first 
responders, the media and the public. The capacity to fulfill these 
responsibilities depends on the strength of the infrastructure that 
supports our public health services. Today, we are going to receive 
testimony on state and local preparedness for bioterrorist attacks 
and discuss the role of our Federal Government in supporting local 
efforts to prepare for, detect and respond to these attacks. We will 
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also talk about developing and deploying the necessary tools and 
systems for detecting and responding to those attacks. 

Again, I thank you for being here and I look forward to hearing 
your testimony. 

Mr. Moore. 

[The prepared statement of Mr. Neugebauer follows:] 

Prepahed Statement of Representative Randy Neugebauer 

First, I’d like to thank Mr. Moore for hosting this field hearing in his home state 
Kansas; and I’d like to thank our panel of distinguished witnesses, Mr. Charles 
Schable, Mr. Samuel Turner, Mr. Richard Morrissey, Ms. Kay Kent, Mr. Brad 
Mason, and Dr. Ronald J. Kendall for appearing before the Science Committee 
today. 

I would also like to recognize Dr. Kendall as he is here from my hometown, Lub- 
bock Texas. Dr. Kendall is the Director of the Institute for Environmental and 
Human Health, or what we like to call TIEHH, at Texas Tech University. He is an 
expert in environmental toxicology. TIEHH leads the Admiral Elmo R. Zumwalt, Jr. 
National Program for Countermeasures to Biological and Chemical Threats, which 
includes work on detection, biological mechanisms, physical and medical counter- 
measures, modeling, and education, training, and outreach. 

Thank you Dr. Kendall. And thank you all for taking time out of your busy day 
to be here to talk about this important issue. 

At this time in American history, our national security has become the most im- 
portant issue facing our nation. The events of September 11th along with the an- 
threix attacks in 2001 have increased the Nation’s concern about bioterrorism and 
our ability to respond to attacks. Public health professionals play a vital role in pre- 
paring and coordinating emergency personnel for such events. They are also respon- 
sible for detecting, investigating and identifying disease outbreaks and simulta- 
neously communicate effective information with first responders, the media, and the 
public. The capacity to fulfill these responsibilities depends on the strength of the 
infrastructure that supports public health services. 

Today we are going to receive testimony on state and local preparedness for a bio- 
terrorist attack and discuss the role of the Federal Government in supporting local 
efforts to prepare for, detect, and respond to an attack. We will also talk about de- 
veloping and deploying the necessary tools and systems for detecting and responding 
to a bioterrorist attack. 

Again, thank you all for being here. I look forward to hearing your testimony. 

Mr. Moore. 

Mr. Moore. Good morning. I’d like to thank my good friend, 
Randy Neugebauer for being here from Texas this morning and all 
of you, the witnesses and people who have attended this hearing. 

I want to invite all of you to participate in this important hear- 
ing this morning and we’re fortunate to have, we’re very fortunate 
to have the opportunity to hold this hearing at the Shawnee Mis- 
sion Medical Center and I thank my friend Sam Turner for letting 
us use this great facility. 

And Randy, thank you, for traveling up from Lubbock, Texas to 
be with us here today. He does a great job in Congress and I really 
appreciate his willingness to hold a hearing here in our Congres- 
sional District. 

I feel fortunate to serve on the Science Committee for Repub- 
licans and Democrats who are able to work together in a bipartisan 
spirit toward many common goals on issues that have a day to day 
impact on the quality of an American’s life. 

We have assembled an impressive panel of witnesses. Mr. 
Neugebauer has already introduced those, so I’m not going to read 
all the names again, but I think each of them has a great deal to 
contribute to the goals of our hearing here today. And I want to 
thank each of the witnesses for taking their time out of their busy 
schedules to come here and share their expertise with us. 
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You will have an opportunity, and I’m going to ask the Chairman 
for an opportunity, five days after the conclusion of this hearing, 
for people to submit written statements, if we can do that, Mr. 
Chairman? 

Mr. Neugebauer. Without objection, so ordered. 

Mr. Moore. Thank you, sir. I’ll never forget my first visit to the 
World Trade Center or actually, it was my second visit to the 
World Trade Center, about two weeks after September 11. I don’t 
think any of us will ever forget the thousands of people who died 
and the children who lost a parent that day. Shortly after those vi- 
cious attacks at the World Trade Center and at the Pentagon, an- 
other kind of terror was encountered in Washington, D.C. and 
throughout our nation’s postal system. Anthrax was found to have 
killed two postal workers and the contamination had spread 
through numerous federal buildings. The containment and clean up 
following that event was extraordinarily expensive, complicated 
and disturbing for all those who were involved in the clean up proc- 
ess. 

Since the months that followed those attacks of terror, we’ve 
been confronted, both as a nation and as a community here in the 
Kansas City area, with more naturally occurring, but significant in- 
fectious disease outbreaks. Whether we’re dealing with vaccine 
shortages for an unusually tough strain of influenza or something 
more disturbing like anthrax infections, we know that our pre- 
paredness to deal with a bioterrorist attack can have a positive 
bearing on overall public health and infectious disease challenges. 

In October of 2001, I co-hosted the Metropolitan Meeting on Bio- 
logical and Chemical Weapons. Three hundred law enforcement, 
emergency response and health care professionals were invited and 
we had a tremendous showing at that first meeting about two 
weeks after September 11, excuse me, about a month after Sep- 
tember 11. In fact, we invited first responders. We invited public 
health officials, law enforcement personnel, firefighters, emergency 
medical service personnel, elected public officials and people from 
various hospitals throughout the greater Kansas City metropolitan 
area and again, we had a tremendous attendance. 

My objective in that first meeting was to find out, about a month 
after September 11, where we were as a nation and specifically, in 
the Kansas City metropolitan area, in terms of being prepared to 
deal with a bioterrorist threat, attack in the Kansas City area. At 
that time, we really discovered, I think, and we listened. Karen 
McCarthy, Representative McCarthy from right across the state 
line and myself were the co-hosts, and we listened to the various 
people who appeared and testified. And I think at that time, we 
were light years from where we needed to be in terms of prepared- 
ness. And we have come a long way since mid-October of 2001 in 
terms of being prepared for something further in this area, but we 
still have a ways to go. 

And last June, I co-hosted the Homeland Security Forum in the 
Greater Kansas City Area for additional follow-up. This brought to- 
gether regional stakeholders like each of you, to assess how far our 
region has come in its efforts to promote a regional response to 
homeland security issues. While throughout the country as a 
whole, we still have room to improve on that score, I am pleased 
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that we have come a long way here in the Kansas City metropoli- 
tan area. 

Some of you may have experienced delays and difficulties in ob- 
taining funding that you need to provide the level of preparedness 
that’s needed by our communities. And I want to learn about these 
roadblocks you may have experienced as you’ve sought funding, as 
well as other difficulties you’ve had. 

I also want to hear about success stories, and to remind you that 
I’m available to support your efforts to request grants, assist in 
grant searches and provide information about potential funding. 

Kansas City is one of the 30 cities to receive the High Threat 
Urban Area Security Initiative Account Program funding. In Fiscal 
Year 2003, the metropolitan area received $9.6 million and $13.2 
million for Fiscal Year 2004. This federal funding recognizes some 
of the serious needs and drastic funding shortfalls created in the 
federal formulas for distributing homeland security funding to com- 
munities most vulnerable to terrorism, but there are still other 
problems. We’ve read and heard a great deal about how state lines 
and other jurisdictional boundaries have become unnecessary ob- 
stacles and the efforts to achieve much needed communication and 
cooperation between people and organizations. Yet, I think in this 
area, particularly. I’m very proud of the fact that we’re working 
very well together, Missouri and Kansas residents and the whole 
metropolitan area, in Kansas City to address this very serious 
threat. 

We hope that another attack never happens, but we have to be 
prepared and expect the worse in case it does and make provisions 
for that. Great strides are being made, yet local public officials just 
like the panel before us today, continue to report shortages of ade- 
quate medical equipment and work forces to handle potential sud- 
den surges from epidemic levels of infection. 

We can make great strides here. I’m really anxious to hear all 
of you, so I’m going to stop talking now and again, thank Congress- 
man Neugebauer for coming here today to chair this hearing in 
Kansas. Congressman Neugebauer has already indicated that if 
you’re not one of the witnesses or if you are a witness, please if you 
have additional statements to submit within five days of today’s 
hearing, please do so and they will be made part of the record. 

Thank you, Mr. Chairman. 

[The prepared statement of Mr. Moore follows:] 

Prepared Statement of Representative Dennis Moore 

Good morning. Welcome to all of you who have come to listen and participate in 
this important hearing today. We are fortunate and very appreciative to have the 
opportunity to hold this hearing today here at Shawnee Mission Medical Center, I 
extend my gratitude to you, Mr. Turner as well as all of your staff here at SMMC, 
for making this space available to us today. I also want to extend my warm welcome 
to my Colleague, Mr. Neugebauer and to thank him for traveling to Kansas today 
to preside at this hearing. I feel fortunate to serve on the Science Committee, where 
Republicans and Democrats are able to work together in a bipartisan spirit towards 
many common goals, on issues, that have a day to day impact on the quality of life 
for all Americans. 

We have assembled an impressive panel of witnesses with vast expertise in many 
technical and administrative areas that bear upon our readiness to face the chal- 
lenges of preparedness for a bioterrorist attack. I want to thank each of our wit- 
nesses for the time and energy they expended in preparing for this hearing. Your 
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carefully written and informative testimony is a reflection of your commendable 
dedication to your jobs and the people that you serve. 

I will never forget my visit to the World Trade Center site shortly after September 
11th. None of us can ever forget the thousands who died and the children who lost 
a parent that day. Shortly following those vicious attacks at the World Trade Cen- 
ter, and at the Pentagon, another kind of terror was encountered in Washington, 
and throughout our nation’s postal system. Anthrax was found to have killed two 
postal workers, and that the contamination had spread through numerous federal 
buildings. The containment and clean-up following that event was extraordinarily 
expensive, complicated and disturbing for all those who had been at risk of being 
exposed. 

Since the months that followed those attacks of terror, we have been confronted 
both as a nation and as a community here in the Kansas City area with more natu- 
rally occurring hut significant infectious disease outbreaks. Whether we are dealing 
with vaccine shortages for an unusually tough strain of influenza, or something 
more disturbing like anthrax infections, we know that our preparedness to deal with 
a bioterrorist attack can have a positive hearing on overall public health challenges. 

In October 2001, I co-hosted the Metropolitan Meeting on Biological and Chemical 
Weapons; 300 law enforcement, emergency response and health care professionals 
were invited. At that time, we discovered how little coordination there was between 
local. State and federal agencies. In June of last year, I also co-hosted the Homeland 
Security Forum in the Greater Kansas City Area. This follow-up event brought to- 
gether regional stakeholders like each of you to assess how far our region has come 
in its efforts to promote a regional response to homeland security issues. While 
throughout the country as a whole we still have room to improve on that score, I 
am pleased at how far we have come here in the Kansas City metropolitan area. 

Many of you have experienced delays and difficulties in obtaining the funding that 
you need to provide the level of preparedness that is needed by our communities. 
Today I want to learn about these roadblocks you may have experienced as you have 
sought funding, as well as other difficulties you may be having. I also want to hear 
some of your success stories, and to remind you that I am available to support your 
efforts to request grants, assist in grants searches, and provide information about 
potential funding. 

I am pleased Kansas City is one of 30 cities to receive High Threat Urban Area 
Security Initiative Account program funding (UASI). In fiscal year ’03 the metropoli- 
tan area received $9.6 million dollars and $13.2 for FY04 from UASI. This federal 
funding recognizes some of the serious needs and drastic funding shortfalls created 
in the federal formulas for distributing homeland security funding to communities 
most vulnerable to terrorism. However, we know that it is not enough; problems re- 
main. 

We have read and heard a great deal about how state lines and other jurisdic- 
tional boundaries have become unnecessary obstacles in the efforts to achieve much 
needed communication and cooperation between people and organizations. Yet, ev- 
eryone on both sides of a political boundary or state line, face the same urgent chal- 
lenge: to be prepared for whatever bioterrorist or other wide-spread infectious dis- 
ease threats whenever they may strike. We of course all hope that we will never 
be confronted with a bioterrorist attack. But after September 11th, we all have a 
stronger sense of the value of being prepared. 

In conclusion, numerous governmental and private entities must be effectively co- 
ordinated for a bioterror related event to be met with the appropriate level of re- 
sponse. We have many new and impressive technologies available to aid in the task 
of early detection, containment and treatment for victims. We also have access to 
sophisticated state-of-the-art communications equipment to aid in the task of 
issuing early warnings to potential victims, and directives to health professionals in 
the field. Great strides are being made. Yet, local public health officials, just like 
the panel before us today continue to report shortages of adequate medical equip- 
ment, and work forces to handle potential sudden surges from epidemic levels of in- 
fections. This is a challenge that we must be prepared to meet and I believe that 
this hearing today will offer us some information to help us in reaching toward that 
goal. 

Mr. Neugebauer. What we’ll do is we’ll give each member of our 
panel an opening statement, your statement, the written testimony 
will be entered into the record as the gentleman mentioned. And 
then if we ask you questions and you want to submit some addi- 
tional information, you have five days to do that. 
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And we’re going to start with Mr. Schable, and if you would just 
kind of introduce yourself, a little bit about what capacity you’re 
in today. 

Welcome, Mr. Schable. 

STATEMENT OF CHARLES A. SCHABLE, DIRECTOR OF THE 

BIOTERRORISM PREPAREDNESS AND RESPONSE PROGRAM, 

CENTERS FOR DISEASE CONTROL AND PREVENTION, U.S. 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Mr. Schable. Thank you. Congressman. Good morning, every- 
one. I am Charles Schable and I am Director of the Bioterrorism 
Preparedness and Response Program of the National Center for In- 
fectious Diseases, the Centers for Disease Control and Prevention 
in Atlanta. 

Thank you for the opportunity to join you to testify today about 
CDC’s bioterrorism preparedness efforts. I was last in Kansas City 
in 2001 when the investigation of the anthrax attacks through the 
mail led us to a mail sorting facility here that was contaminated 
and I was part of the response team CDC sent here to work with 
state and local officials. Fortunately, no human cases occurred 
here, but the experience afforded me the opportunity to witness an 
example of productive collaborations between federal, state and 
local public health, law enforcement and postal officials, under ex- 
tremely trying circumstances. These types of working relationships 
are part of the foundation of a strong public health system that 
leads to effective preparedness for and response to threats to 
health, whether they be manmade or naturally caused. 

With our partners, CDC continues to make vast strides toward 
achieving optimal terrorism preparedness and emergency response 
capacity at the federal, state and local levels and is committed to 
strengthening the capacity of the public health system to respond 
to boQi routine and emergent health threats. In 1999, CDC began 
a program of providing technical assistance and funding to state, 
local and territorial public health departments to develop capacity 
to respond to terrorism events and related public health emer- 
gencies. 

In FY 2002, Congress appropriated a substantial increase in 
funding for this preparedness effort and CDC’s state and local coop- 
erative agreement program has grown rapidly as a result. The re- 
sources provided through this program support 62 grantees in the 
development of critical public health preparedness capacities, in- 
cluding preparedness planning and readiness assessment, surveil- 
lance in epidemiology, biological and chemical laboratory capacity, 
communications systems and information technology, health infor- 
mation dissemination and risk communication and education and 
training. 

States and localities have made substantial progress toward 
achieving optimal levels of preparedness since the terrorist attacks 
of fall 2001. For example, every state has developed an emergency 
preparedness and response plan and nearly 90 percent of states 
have trained public health practitioners to respond to terrorism. 
Recent events such as the SARS, monkeypox and avian influenza 
outbreaks, have underscored the essential role early detection sys- 
tems play in mobilizing rapid response. Detection of a disease al- 
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most always occurs at the local level where health care profes- 
sionals encounter patients seeking medical assessment or treat- 
ment. A clinician’s ability to quicMy recognize and identify symp- 
toms of unusual illnesses on the front line has been critical to the 
CDC’s ability to recognize unfolding disease events and implement 
containment measures to prevent further spread of disease. 

For many years, CDC has made significant achievements in 
building or enabling state and local health agencies to build infor- 
mation systems that support the practice of public health, however, 
many of these systems operate in isolation, not capitalizing on the 
potential for a cross fertilization of data exchange. The Public 
Health Information Network provides a framework to better inte- 
grate these data streams. 

Another tool in development to address the detection of threats 
is the recently announced biosurveillance initiative, which is part 
of an interagency effort that crosses multiple sectors including food 
supply, environmental monitoring and human health surveillance, 
and its benefits will be felt in all state and local health depart- 
ments. By integrating these otherwise isolated data sources, poten- 
tial public health emergencies can be identified more rapidly. 

In conclusion, CDC is committed to working with federal, state 
and local partners to protect the Nation’s health. Our best public 
health strategy against disease is the development, organization, 
and enhancement of public health disease detection systems, tools, 
and the people needed to wield them. While we have made sub- 
stantial process towards enhancing the Nation’s capability to rap- 
idly detect disease within our communities, improving our response 
and containment strategies, and developing plans to recover from 
tragic events, much remains to be done. 

CDC is very grateful for the congressional support received to 
date and looks forward to continuing to work with Congress and 
Members of this committee as we strive to protect the public’s 
health from terrorism and other public health emergencies. 

Thank you for the opportunity to testify on this most important 
topic. At this time I am happy to answer any questions you may 
have. 

[The prepared statement of Mr. Schable follows:] 

Prepared Statement of Charles A. Schable 

Good morning, Mr. Chairman and Members of the Committee. I am Charles A. 
Schable, M.S., Associate Director for Emergency Response and Preparedness, Na- 
tional Center for Infectious Diseases (NCID), Centers for Disease Control and Pre- 
vention (CDC), and Director of NCID’s Bioterrorism Preparedness and Response 
Program. It is a pleasure to testify before your committee. CDC’s mission, as part 
of the Department of Health and Human Services, is to protect the health and safe- 
ty of the American people through activities that range from terrorism preparedness 
and response, to promoting worker safety, to preventing birth defects and limiting 
the spread of infectious diseases. The program I lead provides agency-wide coordina- 
tion, with CDC’s Office of Terrorism Preparedness and Emergency Response, to pre- 
pare our nation for and rapidly respond to a bioterrorism event anywhere in the 
United States. Thank you for the opportunity to join you in Kansas to testify today 
about CDC’s bioterrorism preparedness efforts. 

CDC continues to make vast strides toward achieving optimal terrorism prepared- 
ness and emergency response capacity at the federal. State, and local levels and is 
committed to strengthening the capacity of the public health system to respond to 
both routine and emergent health threats. To achieve this imperative, we must con- 
tinue to prepare the broader public health infrastructure to respond to a wide range 
of public health emergencies. Today, I will address how CDC works with state and 
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local governments to prepare for a bioterrorist attack, explain some of the systems 
and tools used by CDC to detect and respond to a bioterrorist attack and describe 
CDC’s role in response and coordination with other state and local health officials, 
and other health service providers. 

State and Local Readiness 

Today, as a result of the more than $3 billion investment Congress and the Ad- 
ministration devoted over the past three fiscal years, the front-lines of public health 
are better prepared to detect terrorism and deal with its consequences, and there 
are specific initiatives underway at CDC and in each state to make America safer. 

While much progress has been made strengthening the Nation’s defenses against 
biological attacks. President Bush instructed his administration to review its efforts 
and find new and better ways to secure America. The result of this review is Bio- 
defense for the 21st Century, a recently approved presidential directive that builds 
on our past accomplishments, specifies roles and responsibilities, and integrates the 
programs and efforts of various communities — national security, public health, law 
enforcement, etc. — into a sustained and focused national effort. 

In 1999, CDC began a program of providing technical assistance and funding to 
state, local and territorial public health departments to develop capacity to respond 
to terrorism events and related public health emergencies. In FY 2002, Congress ap- 
propriated a substantial increase in funding for this preparedness effort, and CDC’s 
state and local cooperative agreement program has grown rapidly as a result. The 
resources provided through this cooperative agreement program support 62 grantees 
in the development of critical public health preparedness capacities, including pre- 
paredness planning and readiness assessment; surveillance and epidemiology; bio- 
logical and chemical laboratory capacity; communications systems and information 
technology; health information dissemination and risk communication; and edu- 
cation and training. 

States and localities have made substantial progress toward achieving optimal 
levels of preparedness since the terrorist attacks of fall 2001. For example, every 
state has developed an emergency preparedness and response plan and nearly 90 
percent of states have trained public health practitioners in responding to terrorism. 
In addition, every state either has achieved or is moving toward around-the-clock 
capacity to send and receive critical health information, and 42 states can transmit 
information among state and local public health officials, hospitals, emergency de- 
partments, and law enforcement. CDC’s overarching goal in this arena is to have 
systems in place in each community that protect citizens from infectious diseases, 
environmental threats, and terrorism, and these achievements represent substantial 
progress toward that end. 

Commensurate with CDC’s agency-wide emphasis on rigorous measurement of 
programmatic impact, CDC will begin pilot testing performance indicators in FY 
2004 in an effort to better define and establish a fundamental level of public health 
preparedness. The data generated by these standardized indicators will provide a 
framework for future cooperative agreement guidance, allow for accurate evaluation 
of grantee progress, and enable more targeted technical assistance. Moreover, these 
data will make an essential contribution toward defining what it actually means to 
be “prepared” at the state or local level. CDC anticipates incorporating the goals, 
objectives, and measures of this performance indicators effort into the state and 
local cooperative agreement guidance for FY 2005. 

CDC’s Role in Response 

In the event of a bioterrorist attack in the United States, CDC would provide pub- 
lic health advice to and support the Department of Health and Human Services in 
orchestrating the public health response to the attack. CDC would confirm that a 
biological agent had been released, identify the agent, determine how the agent was 
or is transmitted, and provide guidance in the development and implementation of 
effective control measures. CDC would assist the state and local health agencies in 
addition to the efforts described above, by providing federal resources in support of 
critical health and medical efforts, to include medical materiel housed within the 
Strategic National Stockpile; deploying public health subject matter experts and 
technicians to assist in managing efforts necessary to detect possible additional bio- 
terrorist attacks; and providing recommendations on immunization and prophylaxis 
of the at risk population and guidance and recommendations for the treatment, iso- 
lation or quarantine of infected individuals. CDC would provide recommendations 
related to occupational safety issues for first responders and work on risk commu- 
nication issues related to public health. 
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Systems and Tools 

An important element to successful defense against any threat to the Nation’s 
public health, whether naturally occurring or deliberately caused, continues to be 
accurate, early recognition of the problem. 

Disease surveillance systems can prepare the Nation for potential terrorist 
threats. “Disease surveillance systems” or disease detection systems, address one 
important aspect of our nation’s overall public health preparedness. CDC, in collabo- 
ration with our federal. State, and local partners is working to build systems that 
can: (1) rapidly detect an event in our communities; (2) mobilize the appropriate re- 
sponse to contain the event, and (3) ensure affected communities quickly return to 
a sense of normalcy. These are what we refer to as our foundations of public health 
readiness. 

National disease detection can best be described as the ongoing collection, anal- 
ysis and dissemination of public health data related to illness and injury. These on- 
going data collection and analysis activities enable public health officials to detect 
disease early, thus resulting in faster intervention to control and contain the con- 
sequences created by the causative agents. Without these early detection systems, 
the consequences of outbreaks of infectious disease and human exposures to agents 
such as chemicals and radiation would take a much greater toll by way of increased 
illness, injury, and in some cases death. Recent events, such as the SARS, 
monkeypox and avian influenza outbreaks, have underscored the essential role early 
detection systems play in mobilizing rapid response. Detection of a disease almost 
always occurs at the local level where health care professionals encounter patients 
seeking medical assessment or treatment. A clinician’s ability to quickly recognize 
and identify symptoms of unusual illnesses on the front-line has been critical to the 
CDC’s ability to recognize unfolding disease events and implement containment 
measures to prevent further spread of disease, thus mitigating further harm to the 
public. 

Awareness and diagnosis of a condition by a clinician or laboratory is a key ele- 
ment of our current disease detection systems. Clinicians and laboratories report 
diseases to state and local health departments, which in turn share information 
with CDC. CDC works with its public health partners to define conditions that 
should be reported nationally. Health departments share these definitions and 
guidelines with health care providers, infection control practitioners, emergency de- 
partment physicians, laboratorians, and other members of the health care system 
to ensure accurate and timely reporting. 

Many local reporters of disease incidence still report to public health authorities 
on paper via facsimile. If a case of illness is particularly unusual or severe (such 
as a case of anthreix), the local health care worker may call the local health depart- 
ment immediately to report the case. Current reporting systems are largely paper- 
based and burdensome to both providers and health departments, often resulting in 
reports which are neither complete nor timely. In addition to initial detection, these 
detection and reporting systems play a pivotal role in the detection of subsequent 
cases and help support the management of the event once a response/investigation 
are initiated. Such information is vital to coordinating response decisions, which ul- 
timately lead to the containment of an outbreak. 

A comprehensive detection and reporting system requires a strong foundation at 
all levels of local. State, and federal public health agencies. CDC has been working 
with state and local health agencies for many years to build the public health infra- 
structure to improve disease detection and reporting systems. 

Some examples of how states use their bioterrorism funding include: 

Initiating implementation of a secure web-based disease detection and reporting 
system to improve the timeliness and accuracy of disease reporting. 

Implementing a new hospital tracking system to detect possible outbreaks by 
monitoring the number of patient admissions and ambulance diversions at hos- 
pitals. This system provides a way for hospitals to obtain instant messages and 
alerts. 

Developing early warning systems based on s 3 miptom data from emergency de- 
partments to detect unusual patterns of illness and automatically alert hos- 
pitals and public health agencies when the incidence of disease exceeds a crit- 
ical threshold. Use of such early warning systems might enable the earliest pos- 
sible response and intervention before an outbreak or epidemic spreads. 

Other related activities useful for early detection of emerging infections or other 
critical biological agents include CDC’s Emerging Infections Programs (EIP). 
Through the EIP, state and local health departments receive funds to conduct popu- 
lation-based surveillance that goes beyond their routine function to develop “next 
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generation” surveillance science, and often involves partnerships among public 
health agencies and academic medical centers. In addition, CDC has established 
networks of clinicians that serve as “early warning systems” for public health by 
providing information about unusual cases encountered in the clinical practices. As 
noted earlier, these relationships, particularly between health care providers and 
local health departments, are the foundation on which disease detection systems op- 
erate. 

Public Health Information Network 

For many years CDC has made significant achievements in building or enabling 
state and local health agencies to build information systems that support the prac- 
tice of public health. However, many of these systems operate in isolation, not cap- 
italizing on the potential for a cross-fertilization of data exchange. A crosscutting 
and unifying framework is needed to better integrate these data streams for early 
detection of public health issues and emergencies. The Public Health Information 
Network (PHIN) provides this framework. Through defined data, vocabulary stand- 
ards and strong collaborative relationships, the PHIN will enable consistent collec- 
tion and exchange of response, health, and disease tracking data among public 
health partners. Ensuring the security of this information is critical as is the ability 
of the network to work reliably in times of national crisis. PHIN encompasses four 
key components: (1) detection and monitoring; (2) analysis and interpretation; (3) in- 
formation dissemination and knowledge management; and (4) public health re- 
sponse. Each of these components is briefly described below. 

Public health information systems must support functions that include: 

Early event detection — BioSense (described later in this testimony) is being de- 
veloped to support early event detection activities associated with a possible bio- 
terrorism threat. Regional health data will be sent to authorized health officials 
detailing health trends that could be related to a possible bioterrorism attack. 

Routine public health surveillance — The National Electronic Disease Surveil- 
lance System (NEDSS) supports routine surveillance activities associated with 
the rapid reporting of disease trends to control outbreaks. The NEDSS platform 
allows states to enter, update and electronically transmit demographic and 
notifiable disease data. 

Secure communications among public health partners — The Epidemic Informa- 
tion Exchange, or Epi-X, technology allows for the secure exchange of commu- 
nications among participating public health partners via the web by providing 
up-to-the-minute information, reports, alerts, and discussions about terrorist 
events, toxic exposures, disease outbreaks, and other public health events. 

Management and dissemination of information and knowledge — The Health 
Alert Network’s architecture upgraded the capacity of state and local health 
agencies to communicate different health threats such as emerging infectious 
and chronic diseases, environmental hazards, as well as bioterrorism related 
threats. 

Other functions include — Analysis and interpretation of relevant public health 
data and public health response systems. 

PHIN will provide the framework for these functions to serve as part of an inte- 
grated and inter-operable network critical in establishing a more effective public 
health system. 

Since the majority of the data management needs come after disease is detected, 
CDC through PHIN is investing in information systems to support our public health 
response teams and our Director’s Emergency Operations Center (DEOC) in Atlanta 
and to assist state and local health agencies in tracking and managing vital public 
health information before, during, and after an event has occurred. CDC’s DEOC, 
which opened in 2003, serves as the centralized facility for collaboration to gather 
and disseminate information to ensure a timely, coordinated and effective public 
health response. 

Biosurveillance Initiative 

Recognizing the need to increase our current disease surveillance and detection 
capabilities, the President, on February 3, 2004, issued Homeland Security Presi- 
dential Directive 9 (HSPD-9), which states in part: 

“The Secretary of Homeland Security shall coordinate with the Secretaries of 
Agriculture, Health and Human Services, and the Administrator of the Environ- 
mental Protection Agency, and the heads of other appropriate Federal depart- 
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merits and agencies to create a new biological threat awareness capacity that 
will enhance detection and characterization of an attack.” 

CDC’s role in this biosurveillance initiative focuses on human health and involves 
three distinct but interrelated elements. The first is BioSense, a state-of-the-art, 
multi-jurisdictional data sharing program to facilitate surveillance of unusual pat- 
terns or clusters of disease around the country. This data sharing effort will support 
early detection of potential terrorism events while minimizing the reporting burden 
for state and local health departments and clinical personnel. 

The second element of the initiative centers on the addition and expansion of 
quarantine stations at U.S. ports of entry and assigning multi-disciplinary teams of 
quarantine officers, public health advisors, epidemiologists, and information techni- 
cians to these sites. This effort will assure effective monitoring of U.S. and inter- 
national regulatory requirements for travelers, rapid communication of disease in- 
telligence information to federal. State, local and international partners, and con- 
sistent supervision of clinical and research material movement through ports of 
entry. 

The Laboratory Response Network, which serves as a point of integration for fed- 
eral, State, local and territorial laboratories to ensure rapid and proficient labora- 
tory diagnosis of emerging bioagents and environmental contaminants, is the third 
and final component of the biosurveillance initiative. Additional resources in FY 
2005 will allow the Laboratory Response Network to expand its reach into food safe- 
ty and animal diagnostic labs, thereby strengthening the Nation’s laboratory infra- 
structure for timely and accurate reporting of a potential bioterrorism attack. 

The biosurveillance initiative is part of an interagency effort that crosses multiple 
sectors, including food supply, environmental monitoring, and human health surveil- 
lance, and its benefits will be felt in all state and local health departments. By inte- 
grating these otherwise isolated data sources, potential public health emergencies 
that may have gone undetected can be identified more rapidly. Through the bio- 
surveillance initiative and ongoing capacity-building efforts at the state and local 
levels, the FY 2005 budget request will continue to enhance front-line emergency 
preparedness. 

Conclusion 

CDC is committed to working with federal. State, and local partners to protect 
the Nation’s health. Our best public health strategy against disease is the develop- 
ment, organization, and enhancement of public health disease detection systems, 
tools, and the people needed to wield them. The astute clinician remains the critical 
link in disease detection and reporting. The first case of West Nile in 1999, and the 
first case of anthrax reported in early October 2001, were identified by astute clini- 
cians. Training and education of these front-line health protectors remain a high 
priority for CDC and will continue to be a priority as we strive to improve all com- 
ponents of the Nation’s disease detection systems. 

While we have made substantial progress towards enhancing the Nation’s capa- 
bility to rapidly detect disease within our communities, improving our response and 
containment strategies, and developing plans to recover from tragic events, much 
remains to be done. CDC is very fateful for the congressional support received to 
date and looks forward to continuing to work with Congress and Members of this 
committee as we strive to protect the public’s health from terrorism and other public 
health emergencies. 

Thank you for the opportunity to testify on this most important topic. At this time 
I would be happy to answer any questions. 

Biography for Charles A. Schable 

Mr. Schable is currently the Director of the Bioterrorism Preparedness & Re- 
sponse Program at the U.S. Department of Health and Human Services’ Centers for 
Disease Control and Prevention, National Center for Infectious Diseases. At CDC, 
Mr. Schable has also served as Deputy Director (1998-2002), Division of AIDS, STD 
& TB Laboratory Research, NCID; Chief (1984-1998), HIV Serology Section, Immu- 
nology Branch, DASTLR, NCID; Chief (1976-1984), Serology Section, Hepatitis 
Branch, DVRD, NCID, Phoenix, AZ.; Microbiologist, (1967-1976), Serology Section, 
Hepatitis Division, NCID. 

Mr. Schable received his B.S. in Microbiology in 1967 and his M.S. in Microbi- 
ology/Immunology (1976) from Arizona State University, Tempe, AZ. His honors in- 
clude USPHS Commendation Medal (1986), Outstanding Unit Citation (1989), Cita- 
tion (1992), Outstanding Service Medal (1994), Achievement Medal (1996); CDC 
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Group/Professional Honor Award (1982, 1994, 1998), American Society for Microbi- 
ology Elizabeth O. King Award (1982). 

Mr. Schable is a member of the Commissioned Officers Association, the American 
Society for Microbiology, the National Registry of Microbiologists, and Sigma Xi, Na- 
tional Committee for Clinical Laboratory Standards. He is the author/co-author of 
85 research and review articles. 

Mr. Neugebauer. Thank you, Mr. Schable. What we’re going to 
do is go through the entire panel and then we will come back in 
for individual questions. 

Our host, Mr. Samuel Turner. 

STATEMENT OF SAMUEL H. TURNER, SR., CHIEF EXECUTIVE 
OFFICER, SHAWNEE MISSION MEDICAL CENTER 

Mr. Turner. Thank you, Mr. Chairman and Congressman 
Moore. There are few things that scare a hospital administrator 
more than the threat of bioterrorism. There are issues like staffing 
shortages, reimbursement for patient care, capital needs for aging 
facilities, the list is endless. However, many of these issues are 
within our creative control and can be addressed through diligent 
efforts to make change. 

The threat of bioterrorism isn’t so easily controlled. We don’t 
know when it will strike. It could be an hour from now or 10 years 
from now. We don’t know in what form it will take hold. It could 
be anthrax or smallpox. There’s no way to estimate the scope of the 
event. It could affect 10 people or 10,000 people. These are the 
thoughts that challenge us during the day and keep us up at night. 

I am pleased to have the opportunity to share information with 
you today about the current situation at Shawnee Mission Medical 
Center. We have the largest emergency department in Johnson 
County serving nearly 50,000 patients annually. In the entire State 
of Kansas, only three other hospitals report as many visits. 

Over the past several years, community demand for services here 
has grown steadily, and as a result, we are substantially expanding 
our facility. The expansion is desperately needed, particularly to 
accommodate the estimated 60,000 emergency room visits expected 
by 2007. As part of this effort, we also believe it is incumbent on 
us to incorporate features to deal with the very real issues of bio- 
terrorism in any of its various forms. We sit along Interstate 35 
with a number of both truck and auto traffic passing by with haz- 
ardous materials on a daily basis. In addition, we are in close prox- 
imity to major rail lines that can pose considerable threats to our 
region from either deliberate or accidental causes. It is urgent that 
the hospital be prepared for potential chemical accidents, natural 
disasters and terrorist attacks. 

Due to the projected high costs of our expansion, we will not be 
able to incorporate many of the readiness proposals we feel are 
needed without federal funding and partnerships. The cost of incor- 
porating bioterrorism readiness into the proposed expansion is esti- 
mated to be at least a third of the emergency department expan- 
sion costs. There are a number of design modifications and require- 
ments we feel are necessary to deal with requirements of contami- 
nation mitigation or mass casualty treatment that we would like 
to incorporate into the new facility. 

For instance, to plan for a more secure environment, we need a 
long access road to allow hospital officials to detect incoming 
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threats. We need separate ambulance and walk-in entrances so if 
one has to be shut down due to a biothreat, the other entrances can 
be still usable. In addition, design and equipment modifications 
must be incorporated into the air handling mechanical systems to 
isolate the different air flows so as not to contaminate the entire 
emergency department and/or the hospital. We need to be prepared 
to stand alone for 48 to 72 hours. This includes vaccinations, anti- 
biotics, chemical antidotes, personal protective equipment and sup- 
plies. Emergency department associates must be trained to handle 
bioterrorism response and hazmat. 

There are also needs for space and equipment to perform triage, 
decontamination, mass vaccination and a temporary mortuary. De- 
velopment needs to occur to make the equipment that is available 
on the market applicable to the health care environment. 

For years, the Kansas City metropolitan area has been per- 
forming city-wide disaster drills; however, guidelines and best prac- 
tice recommendations from the Federal Government are needed to 
ensure efficiency and that all communities are as prepared as they 
can be. We have put countless resources into upgrading our prepa- 
ration, but a wide gap still exists. 

In 2002, software was made available at no cost to local hospitals 
that already operated Cerner lab information systems. The 
HealthSentry tracking tool gets information from the existing sys- 
tems without extra technical work and cost. Most importantly, 
health department officials are able to see the data two to three 
days earlier than they would without this technology. 

The data made available through this system could be one of the 
first signals that a bioterrorism event has occurred. Through auto- 
mated systems like this and the constant vigilance of our front line 
providers, trends can be identified and more appropriately re- 
sponded to in order to minimize the potential loss of human life. 

According to Solucient, the leading source of health care business 
intelligence, the median profitability for community hospitals like 
Shawnee Mission Medical Center is only 3.64 percent. Although 
here at Shawnee Mission we reinvest all profit back into the hos- 
pital for the benefit of the community, there simply isn’t enough 
money to make all of the needed improvements and preparations 
while maintaining a financially viable organization. 

Nationally, hospitals are being asked to improve overall quality, 
including reducing clinical errors and infection rates. The solutions 
that are in place to help with this effort come at no small price. 
For instance, we are currently in the process of implementing a 
comprehensive clinical informatics system that will launch next 
year at a cost of $4.5 million. Clearly, in this time of real threats, 
we must be prepared for possible attack. 

We firmly believe that our new facility could greatly assist in 
overall emergency preparedness for our area by designing the 
emergency department to provide the space, equipment and trained 
personnel that are needed to ensure that our first responders have 
been given every opportunity to save precious lives. 

I’ll defer the rest of my statement for further questions. I see I’ve 
run out of time. 

[The prepared statement of Mr. Turner follows:] 
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Prepared Statement of Samuel H. Turner, Sr. 

INTRODUCTION 

There are few things that scare a hospital administrator more than the threat of 
bioterrorism. There are issues like staffing shortages, reimbursement for patient 
care, capital needs for aging and undersized facilities, specialty hospitals. . .the list 
is endless. However, many of these issues are within our creative control and can 
be addressed through consistent and diligent efforts to make change. The threat of 
bioterrorism isn’t so easily controlled. We don’t know when it will strike. It could 
be an hour from now or 10 years from now. We don’t know in what form it will 
take hold. It could be anthrax or smallpox. . .or any other number of destructive 
agents. There’s no way to estimate the scope of the event. It could affect 10 people 
or 10,000 people. These are the thoughts that challenge us during the day and keep 
us up at night. 

THE SITUATION 



I am pleased to have the opportunity to share information with you about the cur- 
rent situation at Shawnee Mission Medical Center. To give you some perspective, 
Shawnee Mission Medical Center is located in a southwestern suburb of the Kansas 
City metropolitan area. There are roughly three million people in the metropolitan 
area with about one million in Shawnee Mission Medical Center’s primary service 
area. We have the largest emergency department in Johnson County serving nearly 
50,000 patients annually. It is the third-busiest emergency department in the entire 
metropolitan area behind only two designated Trauma Centers that are located on 
the Missouri side of the metropolitan area (Truman Medical Center and North Kan- 
sas City Hospital). In the entire state of Kansas, only hospitals in Topeka and Wich- 
ita record as many visits as Shawnee Mission Medical Center. This volume is par- 
ticularly impressive when taking into consideration that the current Emergency De- 
partment is one-third the size recommended by current planning standards to ac- 
commodate this volume. 
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Over the past several years, community demand for services at Sha^wnee Mission 
Medical Center has grown steadily and as a result, the hospital is substantially ex- 
panding its facility. The mission of this expansion project is to create a state-of-the- 
art medical services destination point in an optimal environment for healing and 
whole-person health. Improving the patient experience and provider workflow is 
being integrated in every aspect of design along with the concepts of adaptability 
and continual collaboration. The new Emergency Department will feature a hub-like 
triage station that is surrounded by disease specific treatment pods and decentral- 
ized waiting areas. It is our desire to implement a number of bioterrorism readiness 
features into this expansion. 

CURRENT FACILITY CHALLENGES & FUTURE SOLUTIONS 



In 2002 and 2003, Shawnee Mission Medical Center was forced to go on diversion 
for 60 and 40 days respectively. Diversion means that the hospital cannot accept 
any additional ambulance traffic. All operational efficiencies have been investigated 
and implemented. The best hope is to maintain the 2003 diversion days and not in- 
crease days on diversion. The lack of an adequate number of telemetry beds contrib- 
utes greatly to this forced diversion. Currently less than 30 percent of the Medical- 
Surgical beds have monitoring capability. Without this $84.2 million expansion, 
there will continue to be times when we cannot meet the community need for our 
services, particularly emergency services. And in the case of a disaster situation, we 
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would be even less able to accommodate the community’s needs without this expan- 
sion in its entirety. 



The expansion is desperately needed, particularly to accommodate the estimated 
60,000 visits by 2007. As a part of this effort, we also believe it is incumbent on 
us to incorporate features to deal with the very real issues of bioterrorism in any 
of its various forms (i.e., biochemical or biological). Shawnee Mission Medical Center 
sits along Interstate 35 with a number of both truck and auto traffic passing by 
with hazardous materials on a daily basis. In addition, we are also in close prox- 
imity to major rail lines that can pose considerable threats to our region from either 
deliberate or accidental causes. It is urgent that the hospital be prepared for poten- 
tial chemical accidents, natural disasters and potential terrorist attacks. 

Due to the projected high costs of our expansion, we will not be able to incorporate 
many of the readiness proposals we feel are needed without federal funding and fed- 
eral partnerships. The cost of incorporating bioterrorism readiness into the proposed 
expansion is estimated to be $4.5 million of the entire $12 million Emergency De- 
partment expansion. The following information outlines a number of design modi- 
fications and requirements we feel are necessary to deal with the requirements of 
contamination mitigation or mass casualty treatment that we would like to incor- 
porate into the new facility. 

Security 

— Long access road to allow hospital officials to detect incoming threat 

— Dedicated security vestibule with metal detectors and security guard station 

Bioterrorism Readiness 

— The Emergency Department must be built next to a flat parking area that 
can allow for rapid expansion of the facility. If a bioterrorism threat is de- 
tected, the hospital can accommodate First Responder/National Guard/Emer- 
gency Services personnel to quickly locate temporary treatment units next 
to the hospital. The design will allow us to quickly turn our parking areas 
into extra treatment areas for mass casualties. 

— Separate ambulance and walk-in entrances must be built. If one entrance 
has to be shut down due to a bio-threat, the other entrance can still be use- 
able. 

— A treatment pod system must be incorporated into the design to allow for 
flexibility and containment of an infectious agent that would not necessarily 
force us to shut down the entire Emergency Department. In other words, a 
contaminated patient will be able to enter from the outside into an isolated 
room that provides privacy for decontamination. After becoming decontami- 
nated, the patient will then be able to directly enter the Emergency Depart- 
ment. In addition, design and equipment modifications must be incorporated 
into the air handling mechanical systems to isolate the different airflows so 
as to not contaminate the entire Emergency Department and/or hospital. 
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— A triage area made up of a large area and treatment rooms needs to be posi- 
tioned adjacent to the Emergency Department to rapidly distinguish medical 
cases. 

* The Emergency Department should occupy the first floor and have the capa- 
bility to completely contain itself and be under lockdown from the rest of the hos- 
pital if needed. 

— The various medical technology labs must be located in close proximity and 
within the containment space. 

— The patient areas must be directly above the Emergency Department for 
easy access for other hospital personnel in case of terrorism events. 

— Dedicated security stations, including screening stations and restricted ac- 
cess areas must also be incorporated into the design and construction. 

ADDITIONAL PREPAREDNESS NEEDS 

Infection Control Concerns 

Infection Control specialists, although always important, have become indispen- 
sable in the post-9/1 1 environment. These experts fully understand the impact of 
bioterorism threats and how quickly, if implemented, they could have a significant 
impact on our society. Following are some of the concerns of Infection Control staff 
and the needs that exist to be as fully prepared as possible for possible attack. 

• Resist contamination of the hospital environment by staging triage of incom- 
ing suspect patients at a point outside of the hospital. 

• Mechanical/equipment resources are needed (ventilators, negative air flow 
rooms, masks, gloves, and gowns) which could take 24 to 48 hours to access, 
and may deplete vendor supplies in a short period of time. 

• Prophyleixis of healthy individuals coming to the hospital must be carried out 
away from contaminated areas, but will require staffing. 

• Trained Infection Control personnel to monitor wearing of Personal Protective 
Equipment (PPE) and placement of patients in negative air isolation rooms. 
SMMC currently has 14 isolation rooms. 

• Educating staff about the signs and S 3 Tnptoms of bioterrorism agents must be 
ongoing. Additional staffing and educational funding is needed for this pur- 
pose. 

• Communication among hospitals, health departments and emergency per- 
sonnel must be standardized so that the same definitions and control tech- 
niques are put into place. With standardization, help from staff can be dis- 
tributed where it is needed and at any facility. Ideally, this would come from 
the federal level so that if help is needed, anyone from around the country 
could be called in to help. 

Emergency Planning Integration 



There has been a citywide initiative to coordinate efforts for emergency prepared- 
ness and these efforts have served the city well. There needs to be continued plan- 
ning integration between our hospital and other community resources to ensure that 
the community will be adequately served in a time of need. Good guidelines and 
best practice recommendations from the Federal Government are needed to ensure 
efficiency and that all communities are as prepared as they can be. Locally, there 
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have been great strides in this area and an EMS system supports hospital coordina- 
tion. However, not every hospital has access to the Hospital Emergency Administra- 
tive Radio system due to cost constraints, so again our ability to be most effective 
for our community is jeopardized due to lack of funding. 



Self-Sustaining Protection 

Funding is needed to allow Shawnee Mission Medical Center to stand-alone for 
48-72 hours before help arrives. This includes vaccinations, antibiotics, chemical 
antidotes, personal protective equipment and supplies. 

Additional Space and Equipment Needs 



Although we feel that we are addressing many of the space needs in our expan- 
sion planning, there are additional needs for space and equipment to perform triage, 
decontamination, mass vaccination and a temporary mortuary. In addition, the cur- 
rent personal protective equipment is either not protective enough or so cum- 
bersome it inhibits our provider’s ability to provide care to patients. Development 
needs to occur to make the equipment that is available on the market applicable 
to the health care environment. 
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The Best Laid Plans 

The best laid plans are just that without trained personnel to carry out the ac- 
tions. Additional funding is needed for training Emergency Department associates 
including bioterrorism response and Hazmat. 

Increased Security 

Shawnee Mission Medical Center has increased its security efforts since 9/11, but 
there is so much that is still at risk. Funding is needed to improve access control 
and security for prevention through increased surveillance and tighter access and 
preparedness for a response to a terrorist attack. 

PRACTICE, PRACTICE, PRACTICE 



For years the Kansas City metropolitan area has been performing city-wide dis- 
aster drills. Only a couple days before the drill and in the midst of our preparation 
for the drill in 2001, we all sat in shock at the horror we were seeing on television 
the morning of September 11. Since that time, the drills have taken on a whole new 
meaning and there is a greater sense of reality. We have put countless resources 
into upgrading our preparation, but a wide gap still exists. We have upgraded our 
emergency preparedness manual to include bioterrorism. We have changed our Med- 
ical Staff bylaws to give temporary status to physicians in a disaster situation. We 
have created a large notebook that is utilized in the lab so they can be vigilant in 
their efforts to swiftly identify any trends as they are occurring. Unfortunately, our 
day-to-day operations limit our preparation. There are several hundred patients who 
need the attention of our caregivers on a daily basis. The “what ifs” are endless and 
it is almost overwhelming to think about all that needs to be done and know that 
there is no way with our current financial resources to accomplish all that we want 
to. 




26 


In addition to the citywide disaster drills, we also conduct periodic table top drills. 
Before and after all drills, citywide or tabletop, we conduct preparation meetings 
and then following the drill, critique our performance. Everyone involved in the 
drills are included in the critique, not just Shawnee Mission Medical Center associ- 
ates. The Merriam Fire Department noticed that our incident command process 
needed some improvement and offered to conduct a training session. This type of 
cooperation has contributed greatly to the improvements our hospital and other 
community resources have been able to make. 

In addition to the drills, there are periodic “live” situations that help us think 
through our preparedness for something bigger. In the past two years, we have had 
a severe ice storm that left us without our normal power supplies and there was 
a major water main break that left us without running water supplies. Although 
we were pleased with our overall preparedness for these situations, there are things 
we have been able to tweak in the plans that will be valuable for similar situations 
or even more severe ones. In addition, last fall there was a local outbreak of 
cryptosporidiosis that gave an opportunity for the state to communicate an outbreak 
and keep everyone abreast of the situation. Because of the media coverage, we en- 
countered a large number of patients coming to the Emergency Department for fear 
of having this parasite. There were some confirmed cases, but many others were 
not. This gave both the lab and the providers in the Emergency Department an op- 
portunity to be aware of possible patients with a condition. 

We believe that we are virtually as prepared as we can be with our current re- 
sources, but the limitations we are aware of and do not have the ability to overcome 
are terribly concerning. Our constraints are not vastly different than other hospitals 
in the area, the region or the country. We all are faced with many of the same chal- 
lenges and it is clear that federal assistance is needed to address these issues for 
the good of our country. 

THE COMPETITION FOR CAPITAL 

According to Solucient, a the leading source of health care business intelligence, 
the median profitability for community hospitals like Shawnee Mission Medical 
Center is 3.64%. Although Shawnee Mission Medical Center reinvests all of its prof- 
it back into the hospital for the benefit of the community, there simply isn’t enough 
money to make all of the needed improvements and preparations while maintaining 
a financially viable organization. 

Nationally, hospitals are being asked to improve overall quality including reduc- 
ing clinical errors and infection rates. The solutions that are in place to help with 
this effort come at no small price. In 2005, Shawnee Mission Medical Center will 
be installing a comprehensive clinical informatics system. Utilizing this system, 
Shawnee Mission Medical Center will be able to gather a wide variety of clinical 
and financial data. This will provide a solid data baseline in which to compare with 
after the project is completed in 2008. This state-of-the-art system will provide the 
opportunity to allow health care providers more time at the patient’s bedside and 
less time locating and maintaining paper records. In addition, Shawnee Mission 
Medical Center will be able to deliver enhanced care more quickly with this system 
in case of a disaster. This system is expected to cost the medical center approxi- 
mately $4.5 million. 

SILENT PROTECTION 

If only there were more safeguards in place that like that of HealthSentry. In 
2002, the Cerner Corporation launched a software application as a pilot program in 
the Kansas City area. Cerner estimated that the startup investment over a five-year 
development and rollout period would cost approximately $2 million. This software 
was made available to the local hospitals that already operated Cerner lab informa- 
tion systems at no cost, however. The HealthSentry tracking tool gets information 
from the existing systems without extra technical work and cost. The program auto- 
matically operates in the background and is monitored and maintained through con- 
nections to Cerner’s data center. A data file of each provider’s lab information is 
sent daily through a secure network with encryption processes to protect patient 
identity to Cerner. After the file arrives at Cerner, the data are analyzed and re- 
leased in a series of reports and regional maps that are made available to the health 
department the next morning. Less than a day later, public health officials can log 
onto a secure web site to view which diseases were reported in the field. Health de- 
partment officials have reported that through this system, they are receiving infor- 
mation 2-3 days earlier than without this technology. 

The data made available through this system could be one of the first signals that 
a bioterrorism event has occurred. Through automated systems like this and the 



27 


constant vigilance of our front-line providers, trends can be identified and more ap- 
propriately responded to in order to minimize the potential loss of human life. 

IN SUMMARY 

Clearly in this time of real threats we must be prepared for possible attack. We 
firmly believe that our new facility could greatly assist in the overall emergency pre- 
paredness for our area. Again, due to the location of the hospital, our Emergency 
Department sees significant volume and is strategically located to provide commu- 
nity support in the event of a terrorist attack. Therefore, we must design the Emer- 
gency Department to provide the space, equipment and trained personnel that are 
needed to ensure that our first responders have been given every opportunity to 
save precious lives. However, we know that we cannot do this alone. We will con- 
tinue to make our hest efforts to prepare our facility, physicians, nurses and staff 
to the best of our ability. We will continue to work proactively with other local 
health care providers and emergency services providers to ensure the most coordi- 
nated effort should an incident occur. And we will continue to ask for the Federal 
Government’s support in these efforts. The residents of our community, and others 
across the Nation, deserve nothing less. 

Biography foe Samuel H. Turner, Sr. 

Samuel H. Turner, Sr., presently serves as President and Chief Executive Officer 
of Shawnee Mission Medical Center. Mr. Turner has nearly 20 years experience in 
the industry having served as a health care consultant as well as a hospital execu- 
tive. 

His career began with a position as General Attorney at Aluminum Company of 
America in Pittsburgh, Pa. After eight years in that position, he decided to enter 
the health care arena. Mr. Turner became the General Vice President at Hyde Park 
Hospital in Chicago, 111. Within several years, he was recruited to be a Senior Vice 
President and Chief Operating Officer at Lakeshore Health System, Inc., in East 
Chicago, Ind. In 1993, Mr. Turner became President and Chief Executive Officer at 
St. Vincent Charity Hospital in Cleveland, Ohio. From there, he entered private law 
practice offering consulting for physicians and hospitals. Mr. Turner also started his 
own company. Custom Title and Settlement, Inc., during that time. He joined Shaw- 
nee Mission Medical Center in 2000. 

Mr. Turner received his Bachelor’s degree from Tennessee State University in 
1974, and three years later earned a law degree from Vanderbilt University School 
of Law. Mr. Turner served in the United States Army from 1969-1971 and received 
a Bronze Star for Valor and a Bronze Star for Merit during his tour in Vietnam. 

Mr. Turner is active in the community serving on various boards including the 
American Heart Association, Boys & Girls Club of Eastern Jackson County, Mid- 
west Bioethics Center, the Johnson County Community College Foundation, Coun- 
try Club Bank, Shawnee Area Chamber of Commerce, United Way of Johnson Coun- 
ty and Kansas City’s public television station KCPT. 

He is also a member of the Overland Park Rotary Club and the Northeast John- 
son County Chapter of NAACP. 

He and his wife, Sharon, reside in Leawood, Kansas. 
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ShawneeMission 

MEDICAL CENTER^ 


^ f V i ^ v<? Officer 


April 30, 2004 

The Honorable Sherwood Boehiert 
Chairman, Science Committee 
2320 Rayburn Office Building 
Washington, IX! 20515 

Dear Congressman Boehiert: 


Thank you for the invitation to testify before the U.S. House of Representatives Committee on Science 
on May 3^ for the hearing entitled Bioterrorism Preparedness: People, Tools, and Systems for 
Detecting and Responding to a Bioterrorist Attack. In accordance with the Rules Governing 
Testimony, this letter serves as formal notice of the federal funding T have received in support of 
Shawnee Mission Medical Center Bioterrorisra Readiness Program. 

• $25,000.00, Grant #2 U3RMC00020-02-00, HRSA Fund, Bioterrorism Hospital Preparedness 
Program, 2003 

This funding was noncompetitive and every hospital in Kansas received the same financial 
assistance. The money was granted to the State of Kansas for the HRSA fund and then 
distributed to all hospitals. 


Sincerely, 



Samuel H. Turner, Sr. 

President and Chief Executive Officer 


T (913) 676-2151 
F (913) 676-7792 


9100 VV. 74* Street 
Shawnee Mission, KS 66204 
www.shawneemission.org 
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Mr. Neugebauer. Thank you, Mr. Turner. 

Mr. Richard Morrissey. 

STATEMENT OF RICHARD MORRISSEY, INTERIM DIRECTOR, 

DIVISION OF HEALTH, KANSAS DEPARTMENT OF HEALTH 

AND ENVIRONMENT 

Mr. Morrissey. Thank you, Mr. Chairman and Congressman 
Moore for this opportunity to testify on bioterrorism preparedness 
and response from the state perspective. I’m Dick Morrissey and I 
currently serve as the Interim Director of the Division of Health for 
KDHE and in that role I’m also the Executive Director of the 
State’s Bioterrorism Program. 

The current operating budget for the Kansas program is approxi- 
mately $17 million. KDHE has worked closely with the associated 
local health departments and Kansas Hospital Association to de- 
velop and implement the State’s program and plan of work related 
to public health and hospital preparedness. $6,125,000 for public 
health funding is being directly distributed to local health depart- 
ments in the current fiscal year to support their implementation of 
the state work plan. And $4 million is allocated directly to commu- 
nity hospitals for that purpose. 

The Hospital Bioterrorism Program required regional planning to 
provide a minimum level of surge capacity. Eor that purpose, the 
program adopted the same regions used for the State Trauma Pro- 
gram and used by the Kansas Hospital Association for those pur- 
poses. The Public Health Bioterrorism Program, on the other hand, 
did not have a requirement for regional planning and development, 
but the large number of small health departments in the State ne- 
cessitated an approach that would foster shared planning and a 
mechanism for sharing resources locally. 

Approximately $800,000 was made available in incentive grants 
to local health departments that participated in a regional collabo- 
ration. To date, 104 of 105 counties have chosen to participate in 
one of 15 regional groupings that they developed. The hallmarks of 
this process were that it was voluntary and it was bottom up. Local 
health departments decided the regions that they would participate 
with. 

Kansas is focused on technology in the bioterrorism program in 
really three separate areas. The first was the development of an 
automated disease reporting system called HAWK. At the present 
time, 36 counties containing approximately 90 percent of the Kan- 
sas population now submit information regarding their cases of re- 
portable disease through HAWK, which is a secure web-based dis- 
ease reporting system. About 90 percent of all case reports from 
local health departments are received via the system. 

The Public Health Information Exchange or PHIX, was devel- 
oped with bioterrorism funding as part of the National Health 
Alert Network. That system provides a secure web and pager based 
two-way communication medium for exchange of alert messaging 
among public health, hospital and laboratory officials as well as 
partners in law enforcement, military, emergency management and 
so forth. Local health departments serving all 105 Kansas counties 
and more than 90 percent of the State’s community hospitals par- 
ticipate in PHIX. 
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The State Public Health Laboratory has been upgraded to a bio- 
safety level 3 and can now return confirmatory testing results on 
biological agents more safely, securely and rapidly. With the second 
year of federal funding, the focus in the laboratory has shifted to 
chemical agents in focus area D and we are now in the process of 
upgrading the laboratory for testing of chemical agents. 

In the area of coordination. Governor Kathleen Sebelius has fo- 
cused on coordinating Homeland Security efforts in the State since 
first taking office in January of 2003. In June of 2003, she created 
the Governor’s Homeland Security Council, charged with coordi- 
nating policy for Homeland Security efforts and assuring that 
Homeland Security funds are being used to maximum effect. The 
Governor’s objectives are to coordinate existing and federally re- 
quired agencies and advisory groups, to reduce duplication, and to 
work toward assuring the highest possible level of preparedness 
and response capability at both the state and community levels. 

Finally, funding for restoring public health and hospital capacity 
has long been needed. The neglect of many years has not been cor- 
rected with two years of funding. We have public health depart- 
ments and hospitals still working to develop the capability to re- 
spond to disasters and to meet the surge capacity requirements. 

We are grateful for the significant federal support you have pro- 
vided, but it is critical that funding continue in order to further de- 
velop and sustain the local public health and hospital infrastruc- 
ture. 

Thank you, Mr. Chairman. 

[The prepared statement of Mr. Morrissey follows:] 

Prepared Statement of Richard J. Morrissey 

Bioterrorism and First Responders: How Can Biosurveil- 
lance Technologies Help Front-line Public Health Facili- 
ties and First Responders? 


Introduction 

Thank you Chairman Neugebauer and Representative Moore for this opportunity 
to testify on “Bioterrorism and First Responders: How Can Biosurveillance Tech- 
nologies Help Front-line Public Health Facilities and First Responders.” My name 
is Richard Morrissey. I serve as Interim Director of the Division of Health for the 
Kansas Department of Health and Environment (KDHE). I also serve as the Execu- 
tive Director of the Kansas Bioterrorism Program. 

Background 

The current operating budget for the Kansas Bioterrorism Program is approxi- 
mately $17.1 million, which is received from the federal Department of Health and 
Human Services in two separate grant awards. 

The first bioterrorism grant received by KDHE was the Public Health Prepared- 
ness and Response to Bioterrorism Cooperative Agreement, administered at the fed- 
eral level by the Centers for Disease Control and Prevention (CDC). KDHE has re- 
ceived funds under the CDC program since it began in 1999. Between 1999 and 
2001, Kansas received approximately $850,000 per year to meet state public health 
bioterrorism needs. In 2002, a total of $12.3 million was awarded to Kansas and 
another $12 million in 2003. 

The second federal bioterrorism grant administered by the Kansas Bioterrorism 
Program is administered at the federal level by the Health Resources and Services 
Administration (HRSA). Kansas was awarded $1.3 million for FFY 2002 and $5.1 
million for FFY 2003 under this program. 

KDHE has worked very closely with the Kansas Association of Local Health De- 
partments and Kansas Hospital Association to develop and implement the Kansas 
Bioterrorism Program’s plan of work related to public health and hospital prepared- 
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ness. In 2002, $5,350,000 in grant funds was provided directly to local health de- 
partments throughout Kansas. An additional $6,125,000 is being directly distributed 
to the local health departments in the current federal fiscal year to support their 
implementation of the work plan related to the federal focus areas. Attachment A 
summarizes the activities for each of the seven focus areas in the CDC grant, and 
shows the allocation of grant funds for Federal Fiscal Years 2002 and 2003. 

In FFY 2002, the Kansas Bioterrorism Program provided $945,000 directly to the 
state’s six hospital regions and in FFY 2003, $4,000,000 is being provided directly 
to hospitals and other providers for implementation steps to improve surge capacity. 
Attachment B summarizes the planned activity by established federal priority areas. 

Program Highlights: 

• A statewide bioterrorism plan has been established and all local health de- 
partments have submitted local bioterrorism preparedness and response 
plans, including a smallpox annex. State and local response plans were tested 
and evaluated during six regional exercises in October 2003. 

• The smallpox vaccination program implemented during fiscal year 2002 has 
resulted in the creation of 46 smallpox response teams in 23 counties. Devel- 
opment and training of these teams will be ongoing, with planning and devel- 
opment of additional response teams occurring at the local level. Training on 
smallpox vaccination has been conducted at six locations throughout Kansas 
using a live satellite uplink at the Bob Dole Media Center at Kansas State 
University. Pre-event vaccination of public health and health care response 
team members continues while the program’s focus shifts toward post-event 
smallpox planning. 

• Thirty-six counties (containing approximately 90 percent of the Kansas popu- 
lation) now submit information regarding their cases of reportable disease 
through HAWK, a secure, Web-based disease surveillance reporting system. 
About 90 percent of all case reports from local health departments are re- 
ceived via the HAWK system. 

• The Public Health Information exchange (PHIX), was developed with bioter- 
rorism funding as part of the Health Alert Network (HAN). The system pro- 
vides a secure, web and pager based two-way communication medium for ex- 
change of alert messaging among public health, hospital and laboratory offi- 
cials, as well as partners in law enforcement, military, and emergency man- 
agers. Local health departments serving all 105 Kansas counties and more 
than 90 percent of the state’s community hospitals participate in PHIX. 

• The state public health laboratory has been upgraded and can now return 
confirmatory testing results on possible biological agents much more safely, 
securely and rapidly. These upgrades are direct outcomes of Bioterrorism Pro- 
gram funding. The laboratory is currently implementing similar upgrades to 
establish capacity for testing of chemical agents. 

• A toll-free telephone hotline has been established for 24/7 disease reporting. 
A phone bank of volunteer staff has been recruited and trained to respond 
to calls from the public during widespread outbreaks. 

• High-speed Internet connections are being provided to one third of the county 
health departments through the Health Alert Network (HAN) and funded by 
the Bioterrorism Program grant. All 105 Kansas counties participate in HAN. 

• In October 2003, “Oktoberfest: An Exercise in Terror!” a regional bioterrorism 
exercise was conducted in each of the six hospital regions. Individuals from 
hospitals, public health departments, law enforcement, fire service, emer- 
gency management officials from each county and several state and federal 
officials participated. The two-day exercise, which included instruction on in- 
cident command and posed both chemical and biological scenarios was well 
attended, including 112 of 128 Kansas community hospitals. A total of 1,035 
individuals participated in the exercise. 

• Through regional hospital planning meetings, the lack of facilities in Kansas 
hospitals for patients requiring airborne isolation was recognized as the 
greatest need. Funds distributed to the regions were used to purchase port- 
able equipment that allows Kansas to boast the availability of at least one 
airborne isolation room in each community hospital. This equipment will also 
be used to increase the state’s ability to properly care for patients with tuber- 
culosis and other infectious respiratory diseases. 



32 


Focus on Regional Planning and Development 

The Hospital Bioterrorism Program required planning on a regional basis to pro- 
vide a minimum level of surge capacity. The program adopted the same regions used 
for the State Trauma Program and by the Kansas Hospital Association for this pur- 
pose. Attachment C displays the six regions. Each of these regions developed a plan 
during the first year and is coordinating implementation activities during the cur- 
rent year. 

The Public Health Bioterrorism Program did not have a requirement for regional 
planning and development, but the large number of small health departments in the 
state necessitated an approach that would foster shared planning and a mechanism 
for sharing resources. Approximately $800,000 was made available in incentive 
grants to local health departments that participated in a regional collaboration. To 
date, 104 of 105 counties have chosen to participate in one of 15 regional groupings 
that they developed. Hallmarks of this process were that it was voluntary and bot- 
tom up. Regional structures are contractual arms of local health departments that 
maintain the responsibility and authority of local health officers and county commis- 
sions. Attachment D displays the 15 local health department regions. 

Federal, State, Loeal Partnerships 

Partnerships have built the foundation for a successful, coordinated Bioterrorism 
Program in Kansas. As mentioned above, KDHE works hand-in-hand with the Kan- 
sas Association of Local Health Departments and Kansas Hospital Association in de- 
veloping and implementing the CDC and HRSA Cooperative Agreements. Program 
priorities are developed collaboratively and implemented locally, regionally, and at 
the state level to assure a consistent approach at Bioterrorism planning and pre- 
paredness. Additionally, KDHE has built a very solid working relationship with the 
Kansas Division of Emergency Management (KDEM) and Kansas Highway Patrol 
(KHP), the two lead state partners in relationship to terrorism planning and pre- 
paredness. The KHP is the State Administrative Agency for the Office of Domestic 
Preparedness (ODP) grant program, while KDEM manages all Federal Emergency 
Management Association (FEMA) funds in Kansas. Through this ongoing collabora- 
tion, funds disbursement at the local level is coordinated to assure non-duplication 
of effort and integration of resources to build our state’s capacity to protect Kansans 
from terrorism and other emergency situations. 

Our direct federal partners are the Hospital Bioterrorism Preparedness Program 
in the Health Resources and Services Administration and the Public Health Pre- 
paredness and Response to Bioterrorism Program at the Centers for Disease Control 
and Prevention. Both of these programs have struggled to meet the great demands 
of getting these programs organized and have provided us with strong support and 
technical assistance. In doing so, they have to overcome the inherent fragmentation 
involved in the multiple federal programs providing support and guidance to the 
overall response to terrorism. 

Early Detection Systems 

KDHE’s Bioterrorism Program considers development and expansion of epidemio- 
logic and surveillance capacity at all levels among its highest priorities. Funding 
support for HAWK, a secure, Web-based disease surveillance reporting system, has 
allowed for further system development and an expansion of the user base over the 
past two years. Thirty-six counties (containing approximately 90 percent of the Kan- 
sas population) now submit information regarding their cases of reportable disease 
through HAWK, a secure, Web-based disease surveillance reporting system. About 
90 percent of all case reports from local health departments are received via the 
HAWK system. In addition, funding is provided to local health departments to fur- 
ther develop their own surveillance capacity, with ongoing training on epidemiology 
and other surveillance issues provided by the state. 

KDHE has placed renewed priority on recruiting and retaining an expanded staff 
of physicians, other health officers, and experienced epidemiologists to enhance our 
communicable disease management and bioterrorism detection capacity. Addition- 
ally, a team of seven Medical Investigators is being developed to provide regional 
epidemiology and surveillance support to local health departments across the state. 
These staff members will be the lead on our regional rapid response teams and will 
work with local health care professionals to manage outbreak situations. At the 
same time, local health departments are using bioterrorism funding to develop their 
capacity to support statewide surveillance and communicable disease control efforts, 
working within their newly established bioterrorism regions. 

Kansas has not elected to invest bioterrorism funding in the development of new 
technologies for syndromic surveillance, but we have closely monitored those activi- 
ties in other parts of the country. KDHE staff has been directly involved in the dis- 
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cussion at national levels about the usefulness of biosurveillance monitoring sys- 
tems. While some of these systems look promising, their role in public health sur- 
veillance remains unclear, particularly in a predominantly rural state like Kansas. 
Important aspects (such as the presence of appropriate response plans when the sys- 
tem detects a potential abnormality) need to be addressed before such systems can 
be deployed on a large scale. Most importantly, the conditions under which these 
systems can be useful to assist in the detection of and response to a bioterrorism 
event or another public health emergency still need to be clearly understood and 
demonstrated. We do envision the opportunity in the future to participate in or im- 
plement systems that have been demonstrated effective in development efforts fund- 
ed in other states. 

Integration & Collaboration 

As noted earlier, KDHE works closely with Kansas Highway Patrol (KHP) and 
Kansas Division of Emergency Management (KDEM) to assure integration and col- 
laboration at all levels for terrorism preparedness planning in Kansas. KDHE’s Di- 
rector of Health serves as the Executive Director for Bioterrorism in Kansas, and 
represents the agency on the Governor’s Bioterrorism Coordinating Council, Gov- 
ernor’s Homeland Security Council, and Commission for Emergency Preparedness 
and Response. Through these avenues, KDHE has an opportunity to link with all 
members of the emergency preparedness and response community, including health 
care/mental health, law enforcement, fire, emergency management, elected officials, 
advocacy groups, and others. 

KDHE’s Bioterrorism Program Director serves along with the KHP’s ODP Admin- 
istrative Lead and KDEM’s Administrator on a working committee to coordinate all 
terrorism-related activities funded by ODP, FEMA, CDC, and HRSA. This three- 
some meets weekly to discuss ongoing projects and issues, and to develop new and 
innovative methods of collaboration. Additionally, they facilitate communication be- 
tween the cabinet-level representatives of their respective agencies related to policy 
making and consensus building. 

Governor Kathleen Sebelius has focused on coordinating Homeland Security ef- 
forts in the state since first taking office in January of 2003. In June of 2003, she 
created the Governor’s Homeland Security Council, charged with coordinating policy 
for Homeland Security efforts and assuring that Homeland Security funds are being 
used for maximum effect. The Homeland Security Council includes representatives 
of all the involved state agencies as well as representatives of the Kansas Associa- 
tion of Counties and the League of Municipalities. The Governor’s objectives are to 
coordinate existing and federally required advisory groups, to reduce duplication, 
and to work toward assuring the highest possible level of preparedness and response 
capability at both the state and community level. Attachment E displays the Home- 
land Security organization for the state. 

Federal Assistanee 

We have appreciated the funding and technical assistance received thus far from 
the federal bioterrorism programs. We have also worked, as noted above, to coordi- 
nate the program efforts with those of our sister Homeland Security agencies in the 
state. For example, we have allocated Office of Domestic Preparedness funding to 
support an integrated system of exercises that will support the needs of health 
agencies, emergency preparedness agencies, and first responders across the state. 
While the challenges to coordinating these programs at the federal level have been 
formidable, all that can be done to facilitate future coordination of federal guidance 
and policy can only enhance the ability to collaborate effectively at the state and 
local levels. 

Funding for restoring public health and hospital capacity has long been needed; 
the neglect of many years has not been corrected with two years of funding. We are 
grateful for the significant federal support you have provided, but it is critical that 
funding continue in order to further develop and sustain the local public health in- 
frastructure. 

Accountability is a shared concern and we have worked to build into our pro- 
grams, assessment and evaluation measures that monitor our progress against spec- 
ified grant expectations and requirements. If there are to be other performance 
measures established at the federal level, it is critical that state and local officials 
have the opportunity to participate in the process of their development. To the ex- 
tent that federal policy expectations are articulated across Homeland Security pro- 
grams, it will enhance the process of setting functional performance expectations. 

Conclusion 

The Kansas Bioterrorism Program continues to improve the capacity, at both the 
state and local level, to prepare for and respond to public health emergencies. Co- 
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ordination and collaboration with partner organizations and federal funding agen- 
cies will remain a priority, and is required for continued progress toward our share 
goals. 

Thank you for the opportunity to provide testimony on this critical issue for the 
Nation. 
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Attachment A 


Budgeted Amounts 

CDC Bioterrorism Cooperative Agreement 


Focus Area 

A - Planning & Preparedness 

Direct Aid-to-Locai (included in focus area totai) 
Capacity development for Focus Area A centered on 
Strategic National Stockpile (SNS) and state and local 
response planning during FFY 2002. As these activities 
continue, several new critical capacities have been 
introduced for FFY 2003. These include conducting 
integrated assessments of bioterrorism response 
capabilities across multiple agencies, including all local 
health departments. Also, activities to introduce 
‘scalability’ into state and local response plans and to 
conduct regional and statewide exercises to test and 
evaluate these plans will be addressed in FFY 2003. 

B - Epidemiology & Surveillance 

Direct Aid-to-Local (included in focus area total) 
The method by which the Kansas disease reporting 
system is evaluated began to undergo review during FFY 
2002. Enhancements to the system, including automated 
data analysis and feedback, will be incorporated based 
upon this review during FFY 2003. Efforts to recruit 
sentinel smallpox surveillance sites and educate 
reporting entities will continue and be enhanced. KDHE 
will also seek to strengthen ties with veterinarians and 
third-party data sources beginning in FFY 2003. 

C - Laboratory Capacity, Biological Agents 

Many of the expenditures for FFY 2002 involved the 
purchase and installation of equipment to improve testing 
capability tor Category A biological agents and to 
enhance physical security at the state laboratory. Focus 
Area C is now shifting emphasis to jurisdictional planning, 
partnership building, sample protocol development and 
other program development objectives. 


FFY 2002 

$2,268,553 

$1,450,000 


$3,065,758 

$1,400,000 


$1,171,957 


FFY 2003 

$3,148,459 

$2,150,000 


$2,663,628 

$1,400,000 


$443,367 
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Focus Area 


FFY 2002 


D - Laboratory Capacity, Chemical Agents 

Kansas did not receive funding for this Focus Area for 
FFY 2002. Some of the capacities to be addressed 
during FFY 2003 include purchasing and installing 
equipment to safely test for Level Two chemical agents 
and establishing capabilities to safely and securely 
receive, store and ship samples containing these agents 
(which are classified as hazardous materials). 

E - Health Alert Network/Information Technology 

Direct Ald-to-Locai (included in focus area total) 
Kansas has led the way in developing a statewide Health 
Alert Network (HAN), a secure, two-way messaging and 
alert system incorporating pagers and Web-based 
technology. FFY 2002 saw the ‘roll-out’ of HAN. 
Coverage was extended from a relatively few local health 
departments to include public health, healthcare, law 
enforcement, and emergency response agencies serving 
all 1 05 counties. Planned enhancements to HAN during 
FFY 2003 include continued expansion in the number of 
participating agencies, integrating voice access tor non- 
oonfidential reports, and developing linkages with HAWK, 
the statewide electronic disease reporting system. 

F - Risk Communications 

Direct Aid-to-Local (included in focus area total) 
In FFY 2002, Focus Area F contracted with a national 
communications consulting firm to assess needs for 
developing and delivering health and safety messages 
for special populations in Kansas. The results of this 
assessment will be integrated into other ongoing 
communications efforts that are continuing info FFY 
2003, including risk communication training, public health 
and safety education, media relations, interagency 
communications planning, and more. 


$0 


$3,718,314 

$1,400,000 


$590,286 

$400,000 


FFY 2003 
$1,207,270 


$2,771,164 

$1,475,000 


$574,832 

$400,000 
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G - Education & Training $1,569,849 $1,202,320 

Direct Aid-to-Locai (included in focus area total) $700,000 $700,000 

Primary activities in FFY 2002 involved establishing an 
infrastructure to support ongoing assessment, planning, 
implementation, evaluation and coordination of education 
and training. Focus Area G will also be responsible for 
planning and coordinating six regional and one statewide 
exercise during FFY 2003 (October 2003 and March 
2004, respectively) to evaluate state and local plans. 

TOTALS $12,384,717 $12,011,040 

Direct Aid-to-Local (included in overall total) $5,350,000 $6,125,000 


12/03 
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Attachment B 


HRSA Bioterrorism Hospital Cooperative Agreement 

Priority Area 

1. Administration 

Full-time staff in the Hospital Bioterrorism Program include a program manager, 
who has experience in local Kansas hospitals, and a program assistant with exper- 
tise in chemical emergency management. Additionally a contract pharmacist, shared 
with the public health bioterrorism program will be hired this year as will a new 
medical director. Technical assistance is provided to the program through a contract 
with the Kansas Hospital Education and Research Foundation. 

2. Regional Surge Capaeity 

In 2002 the six hospital regions prepared a regional hospital bioterrorism plan 
which included plans for the care of 500 additional acutely ill patients in the region. 
The plans included methods to acquire more space to care for patients, methods and 
resource lists for transportation of patients both within and outside the region. In 
2003 the regions will continue the planning process and the revised plans will ad- 
dress protocols for triage of patients relative to available resources, including pa- 
tients with infectious diseases and placement and transportation of patients with 
diseases requiring airborne isolation. Assessment of both intra- and interstate per- 
sonnel credentialing problems will also be a part of the plan. 

During 2003, grants of $25,000 are being provided to community hospitals to pur- 
chase personal protective equipment to be used during chemical, radiological and bi- 
ological emergencies. Additionally facilities are using these funds to purchase sys- 
tems for decontamination, medical supplies, education, training, and terrorism re- 
lated exercises. Once facilities make these personal protective equipment purchases, 
employees in Kansas hospitals will be afforded the minimum level of protection in 
case of a chemical emergency. 

3. Emergency Medical Services 

This priority was not directly addressed in FFY 2002. In the current year, plan- 
ning for EMS needs will be initiated. An assessment of the current capabilities of 
EMS agencies with regard to pediatric trauma and life support equipment and 
training will be undertaken. Priorities for purchase of equipment will be established 
and as available implementation funds targeted for FFY 2004. Each hospital plan- 
ning region will establish a medical triage subcommittee as a part of its planning 
structure to address EMS and triage issues which could arise as a result of a large 
surge of patients. This subcommittee will be responsible for establishing triage, pa- 
tient transfer, and admission guidelines for patients needing hospital services. 
These guidelines will be prepared in cooperation with the State Trauma Planning 
regions and local medical care providers. 

4. Links to Public Health Departments 

Development of a sentinel network of health care providers who would assist 
KDHE in collection of syndromic surveillance data is an integral part of the hospital 
linkage to local health departments. Establishment of a sentinel network composed 
of a variety of health care provider types including hospitals, health departments, 
and federally qualified health centers is a task currently underway. Hospital bioter- 
rorism program staff are currently assisting the Bureau of Epidemiology and Dis- 
ease Prevention in locating sentinel sites for monitoring of disease. Hospital infec- 
tion control practitioners serve as a significant link to KDHE and the local health 
departments with regard to both disease reporting and disease investigation. 

An increase of laboratory capacities for microbiology testing for Category A Agents 
and chemical terrorism in at least 10 hospital laboratories strategically placed 
throughout the state is being implemented. Funding of up to $10,000 per laboratory 
is being provided. This will increase the overall capacity and decrease the length 
of time for analysis of results based on geography and travel time. 

5. Education and Preparedness Training 

Several large scale terrorism preparedness educational programs will be under- 
taken during the coming year. Training for clinical providers and other appropriate 
volunteers to assist in caring for both those individuals who have been exposed to 
terrorist acts and those individuals who have behavioral manifestations of terrorism 
generated fear. This training will be useful in assisting the hospital regions in de- 
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veloping a cadre of trained workers who can assist in the assuring that mental 
health needs are met at a local level during terrorism related and other disasters. 
Training for non-clinical hospital workers in basic infection control procedures with 
special focus on CDC Category A Bioterrorist agents will be conducted using a vari- 
ety of methods including the use of web-based media or “webinars” and CD-ROM 
materials. In addition to the on-site trainings, development of a manual of appro- 
priate templates for mutual aid agreements, memorandum of understanding, memo- 
randum of agreement, and contingency based contracts will also be prepared. These 
materials will be developed in cooperation with the Kansas Hospital Association 
using legal council and will be distributed to all community hospitals, local health 
departments and local emergency planning committees. 

6. Terrorism Preparedness Exereises 

During fiscal year 2003, KDHE is planning two regional hospital bioterrorism ex- 
ercises. The first of these exercises, “Oktoberfest: An Exercise in Terror!” occurred 
in October 2003 the second is scheduled to occur in March 2004. The October full- 
day exercise was a functional tabletop exercise that occured at different times in 
each of the six hospital regions and tested each region’s capabilities to respond to 
a biological event. The March 2004 full-day exercise is planned to be another func- 
tional tabletop exercise which will occur in each of the six regions. The purpose of 
this exercise will be to assess whether cross-regional coordination planning is suffi- 
cient to assure that any large scale event could be handled appropriately within the 
state. Both of these events include elements which will test the response systems 
plans and ability to care for children and the frail elderly as well as other types 
of special needs populations including those with limited English proficiency. 
Planned simulations include weather conditions, citizen/victim reports, massive pe- 
diatric and adult illness and trauma, deaths, the worried well, media interaction 
and movement and prioritization of resources. 



40 


w 

c 

g 

O) 

OJ 

cr 


cn 

CO 

(D 

c 

■a 

(D 

ro 

Q. 

03 


ro 

‘q. 

w 

0 

1 


CD 

O 

O 

CN 


E 

w 

'i— 

o 

g 

m 


o 

CN -3 

o S 

«i.O § 

ON CS 

^.'T' 

C3 <D • • 

.2 P3 — 
c3 "O ^ 
3 *Q, 

Q.'tS 
CU c/3 ffi 


. 2 - 
00 o 

m u-j ^ 


; cn 


05 


fO 


:-5 ^ 

C3 0) • • 
O CQ 
■§ *0 
3 *Hh 

rv^ 05 
O ^ O 
Oh C/3 


.2 

.O I 

g(N O 

^,,00 0 


H 1^5 


. 00 


.2 03 ^ 

■§ T3 -S 

3 jhh 'S- 

Q.^ w 
0-2 0 
Oh C/i ffi 



CO § 
O 

O 

NO 

C3 fl> ' • 

.2 CO -2 
3 "o -2 

0^-25 

Oh c/3 



.2^ 

‘•tf 

^ § 
s ^ ® 

(N in 


lO 


, 00 


o c5 M 

aio'B 

11 & 

O -2 o 

Oh 03 ffi 




41 




< 


C/) — 

C 


o 22 


3 ^ 

^ a 


^ 

^ m 


OX) 

rH Cj 

3 ^ 


PQ 



• • • 














42 





43 


Biography for Richard J. Morrissey 

2003-Present — Interim Director, Division of Health, Kansas Department of Health 
and Environment, Curtis State Office Building, 1000 SW Jackson, Suite 300, 
Topeka, KS 66612-1365 

1992-2003 — Director, Office of Local and Rural Health, Kansas Department of 
Health and Environment, Topeka, Kansas 

1989-1992 — Deputy Director, Division of Health, Kansas Department of Health and 
Environment, Topeka, Kansas 

1983-1989 — Director, Bureau of Adult and Child Care, Kansas Department of 
Health and Environment, Topeka, Kansas 

1981-1983 — Special Assistant to the Secretary, Kansas Department of Health and 
Environment, Topeka, Kansas 

1979-1981 — Director, Health Resources, Kansas Department of Health and Envi- 
ronment, Topeka, Kansas 

1974—1979 — Planning Consultant and Associate Director, Office of Health Planning, 
Kansas Department of Health and Environment, Topeka, Kansas 

EDUCATION 

Graduate of the University of Iowa (B.A.), 1971. 

PERSONAL BACKGROUND 

1. Attended elementary and high school in Davenport, Iowa 

2. Served in the U.S. Army from 1965 to 1968 (First Lieutenant) 

3. Married; two children 

4. Presently living in Lawrence, Kansas. 

Mr. Neugebauer. Thank you, Mr. Morrissey. 

Ms. Kay Kent, welcome. 

STATEMENT OF W. KAY KENT, RN, MS, ADMINISTRATOR/ 
HEALTH OFFICER, LAWRENCE-DOUGLAS COUNTY HEALTH 
DEPARTMENT, LAWRENCE, KANSAS 

Ms. Kent. Good morning. My name is Kay Kent. I’m the Admin- 
istrator/Health Officer of the Lawrence-Douglas County Health De- 
partment in Lawrence, Kansas. Thank you for the opportunity to 
address you today regarding state and local preparedness for a bio- 
terrorism event. 

Detection and response to bioterrorism generally happens first at 
the local level. The capacities needed to effectively respond to bio- 
terrorism are also the capacities needed by local public health 
agencies to respond to all hazards. In Douglas County, we have 
worked to integrate bioterrorism detection and response with sys- 
tems public health already uses to detect and respond to more com- 
mon, naturally occurring disease outbreaks. 

The Lawrence-Douglas County Health Department has had a 
leadership role in bringing together response partners to work on 
preparedness and response plans for public health emergencies. 

Local preparedness efforts are ongoing. A critical step was to del- 
egate and delineate our roles and responsibilities among response 
partners, both at the local level and state level. Participation in 
local and state exercises helps to identify critical gaps in our re- 
sponse readiness. 

The most significant assistance from the Federal Government 
has been new dollars passed through the Kansas Department of 
Health and Environment to address preparedness for a bioter- 
rorism attack and other public health emergencies. 
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The federal bioterrorism funding is used primarily to address 
staffing, training and infrastructure needs. In addition, we have re- 
cently received federal funding for the development of a Douglas 
County Medical Reserve Corps. These federal dollars focus on our 
significant need for developing surge capacity in the area of per- 
sonnel. Resources from the Kansas Department of Health and En- 
vironment have included the template for writing a preparedness 
and response plan, exercises that allow local health departments to 
exercise their plans across county lines, and training on surveil- 
lance, risk communication and epidemiology. 

In 2003, Douglas County and several surrounding counties were 
involved in an outbreak of Cryptosporidium. The first case was re- 
ported on July 24, 2003. The outbreak was considered over on Oc- 
tober 24, 2003. I would like my written testimony to reflect that 
that’s 2003, not 2004. 

On August 22nd we made a request for assistance from the Cen- 
ters for Disease Control and Prevention and on August 25th, three 
days, staff from CDC arrived and stayed on-site at our health de- 
partment for five weeks. Kansas Department of Health and Envi- 
ronment epidemiology staff was also available on site during the 
first week of the CDC investigation and by telephone throughout 
the investigation. 

Although this was not a disease perpetrated by terrorists, the 
size of the outbreak and the complexity of transmission constituted 
a public health emergency for our health department and our com- 
munity. Our ability to meet our public health responsibilities in re- 
sponding to this emergency was greatly enhanced by the prepared- 
ness work done over the previous 18 to 24 months. And these pre- 
paredness activities included enhanced relationships with key com- 
munity response partners, key contact information and lists avail- 
able in usable format for rapid dissemination of information, im- 
proved infrastructure including surge computer network capacity 
and surge capacity of agency staff. 

Our experience with working with state and federal staff on an 
outbreak investigation was very positive. In an outbreak, strong 
leadership at the local, state and federal levels is critical. In addi- 
tion to the staff that came on site, daily conference calls were held 
with Kansas Department of Health and Environment staff in To- 
peka and CDC staff in Atlanta to work on technical issues and 
strategies for the intervention. 

In order to assist local health departments, state and federal 
agencies also need resources, particularly surge capacity for labora- 
tory and epidemiology staff. We found lab support for the investiga- 
tion at both the state and federal levels to be critical. It was vital 
to the investigation that we were able to have a large volume of 
tests run timely. The number of hours contributed by CDC and 
Kansas Department of Health and Environment staff was signifi- 
cant. Had there been another disease outbreak to deal with else- 
where in the State, the Kansas Department of Health and Environ- 
ment staff would not have been able to provide the level of support 
needed in Douglas County. 

Progress has been made related to preparedness and responses 
to public health emergencies. Federal funding has been an impor- 
tant part of that progress. Ongoing federal funding is essential to 
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sustain public health response readiness at the local level. The 
added responsibility placed on local public health agencies is great, 
but it is part of our mission and public health has a unique role 
to play. 

Thank you for holding this hearing and for your support of public 
health and I’ll he happy to respond to any questions. 

[The prepared statement of Ms. Kent follows:] 

Prepared Statement of W. Kay Kent 

Good morning. My name is Kay Kent. I am the Administrator/Health Officer of 
the Lawrence-Douglas County Health Department in Lawrence, Kansas. Thank you 
for the opportunity to address you today regarding State and local preparedness for 
a bioterrorism attack. 

To put my comments in context, I will start with a brief description of Douglas 
County and the Lawrence-Douglas County Health Department. Douglas County, 
with a population of just over 100,000 residents, is located in northeast Kansas, 30 
minutes from the Topeka state capital to the west and 30 minutes from the Kansas 
City metro area to the east. We are a city-county health department with govern- 
mental public health responsibilities. A five-member health board appointed by city 
and county commissioners is the policy making body for our agency. We currently 
have a staff of 42 and a total budget of $2.7 million. We provide a full range of pub- 
lic health services. Program offerings include disease control and prevention, clinic 
services for the maternal and child health population (ranging from child health as- 
sessments to family planning to nutrition services to child care licensing), case man- 
agement services for the frail elderly, teen parents and at-risk families, community 
health activities, and environmental health. 

The major points I will address are our health department’s role in preparedness 
for a potential bioterrorism attack and how federal and state governments have fa- 
cilitated those efforts. I will talk about my experience with an outbreak of 
cryptosporidiosis in Douglas County in 2003 and how preparedness efforts for bioter- 
rorism helped us deal with this naturally occurring disease outbreak. Finally, I will 
discuss what State and Federal governments could do to improve their efforts to 
help us be better prepared for the next pubic health emergency. 

Local role in preparedness 

Detection and response to bioterrorism generally happens first at the local level. 
Local public health preparedness is a fundamental building block of our nation’s 
overall readiness. The capacities needed to effectively respond to bioterrorism are 
also the capacities needed by local public health agencies to respond to all hazards. 
In Douglas County we have worked to integrate bioterrorism detection and response 
with systems public health already uses to detect and respond to more common, nat- 
urally occurring disease outbreaks. 

The Lawrence-Douglas County Health Department began working in earnest on 
a bioterrorism preparedness and response plan in January 2002. Our agency has 
had a leadership role in bringing together local response partners to work on a pre- 
paredness and response plan for public health emergencies. This process involved 
forming new relationships, particularly with local law enforcement jurisdictions, fire 
and emergency medical services and emergency management. We also strengthened 
and enhanced our relationships with physicians, the hospital, university and urgent 
health clinics, and pharmacies. 

Local preparedness efforts are ongoing; we continue today to update, expand and 
exercise our local public health emergencies plan. Our health department collabo- 
rates regionally with four other Kansas counties to provide staff training. A critical 
step during initial planning was to delineate roles and responsibilities among re- 
sponse partners, both at the local level and state level. Since then we have been 
working to further refine plans that would allow us to provide mass distribution of 
vaccines or prophyleixis through the deployment of the Strategic National Stockpile. 
Participation in local and state exercises helped to identify critical gaps in our re- 
sponse readiness. We continue to have a significant need for staff with specialized 
skills in risk communication. 

State and federal role in assisting with our efforts 

The most significant assistance from the Federal Government has been new dol- 
lars passed through the Kansas Department of Health and Environment (KDHE) 
to address new or expanded public health responsibilities related to preparedness 
for a bioterrorism attack and other public health emergencies. About half of the $11 
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million in federal funding that came to Kansas in FY 2003 was distributed to local 
health departments. Our health department received $111,000 in FY 2003 and 
$149,000 in FY 2004. 

Bioterrorism funding is used primarily to address staffing, training and infra- 
structure needs. Staffing was increased by 1.75 FTE to address new responsibilities 
for local public health emergency preparedness and response activities and assure 
improvement in critical capacity areas. State-sponsored training on surveillance, ep- 
idemiology, risk communication, and the Incident Management System was made 
available to select health department staff. Because we must continue our day-to- 
day work while staff is being trained, grant funds pay for replacement staff during 
the trainings. We expanded our computer network to address surge capacity needs 
and put in place security enhancements. These activities required additional time 
for contracted IT assistance. 

Other resources from Kansas Department of Health and Environment (KDHE) in- 
clude a template for writing a preparedness and response plan that was made avail- 
able to local health departments early in the planning process. KDHE also orga- 
nized exercises that allow local health departments to exercise their plans across 
county lines. 

We expect the state health agency to provide technical assistance on issues where 
capacity has not yet been developed at the local level or, in some cases, would not 
be effective or practical to implement at the local level. For example, the state 
should provide laboratory services and high level technical expertise in epidemiology 
that can be expanded if circumstances warrant. 

Outbreak of Cryptosporidiosis 

In 2003, Douglas County and several surrounding counties in northeast Kansas 
were involved in an outbreak of Cryptosporidium. Although this was not a disease 
perpetrated by terrorists, the size of the outbreak and complexity of transmission, 
constituted a public health emergency for our health department. Our ability to 
meet our pubic health responsibilities in responding to this emergency was greatly 
enhanced by the preparedness work done over the last 18 to 24 months. 

Cryptosporidium is a diarrheal illness caused by a chlorine-resistant parasite. In- 
dividuals become infected by swallowing the parasite after coming in contact with 
fecal-contaminated surfaces or recreational water. The first case was reported on 
July 24, 2003; the outbreak was considered over on October 24, 2003. During this 
time period, there were 89 laboratory-confirmed cases among Douglas County resi- 
dents plus seven cases among residents in neighboring counties linked to exposures 
in Douglas County. There were more than 600 probable cases. During the course 
of the disease investigation and implementation of prevention and control measures 
health department staff logged an additional 863 hours, distributed more than 9,000 
fact sheets, made more than 5,000 telephone calls in search of probable cases, and 
issued 365 stool collection kits. 

On Friday, August 22 we made a request, through the Kansas Department of 
Health and Environment (KDHE), for assistance from the Centers for Disease Con- 
trol and Prevention (CDC). On Monday, August 25 an EIS officer arrived at our 
health department and stayed for five weeks. She was joined by a second EIS officer 
and four other CDC staff who rotated through. KDHE epidemiology staff was also 
available on-site during the first week of the CDC investigation and by telephone 
throughout the investigation. 

Preparedness activities that assisted us in our response efforts included estab- 
lished relationships with key community response partners. These partners included 
local physicians, university health center, school district, and hospital infection con- 
trol. Because these individuals or entities had been involved in planning with the 
health department for a bioterrorism incident, we already had built a level of trust 
and familiarity with public health work. 

We also benefited from our current infrastructure. High-speed Internet capability 
was essential as was a functioning computer network and phone system. Trans- 
forming a conference room into an operations center capable of handling several 
computer and printer connections had been tested prior to the outbreak. Earlier 
preparations such as preprogrammed fax numbers for physicians and school nurses, 
mailing labels for child care facilities, and e-mail addresses for key contacts assisted 
with rapid communications. 

The health department had begun to address the need for surge capacity in re- 
sponse to a bioterrorism event and this proved useful during the outbreak of 
Cryptosporidium. Individuals previously identified as potential workers were con- 
tacted and asked to assist. In addition, current staff, some of whom are part-time, 
worked flexible hours to meet the need. Nearly all current staff participated in re- 
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sponse efforts. Had the outbreak been much larger, additional surge capacity would 
have been necessary. 

Future efforts from State and Federal Governments 

Ongoing federal funding is essential to sustain public health response readiness 
at the local level. Ongoing preparedness efforts to respond to a bioterrorism incident 
(linkages made, training received, exercises held), improve skills that are also need- 
ed for responding to a naturally occurring disease. Local health departments do not 
have the luxury of hiring staff and creating systems exclusively for bioterrorism pre- 
paredness. Agency staff and systems are multi-purpose in providing essential public 
health services. 

Since last year’s outbreak, the health department has received federal funding for 
the development of a Douglas County Medical Reserve Corps. These federal dollars 
focus on our significant need for developing surge capacity to address public health 
emergencies. 

Our experience with working with state and federal staff on an outbreak inves- 
tigation was very positive. In an outbreak, strong leadership at the local, state and 
federal levels is critical. Those involved in the Douglas County outbreak had pre- 
vious experience in partnering across the various levels of government which facili- 
tated a good working relationship and an effective investigation. CDC was able to 
bring to us locally, expertise in epidemiology. We were able to provide expertise 
about our community. And together, we problem-solved about the source of the in- 
fection and what interventions to put in place to bring the outbreak under control. 

By having access to local incidents as they unfold, CDC is able to improve under- 
standing of new and emerging diseases and test better methods for disease identi- 
fication. For example, one segment of research done in Douglas County was for the 
purpose of finding an alternative to stool samples as a means for disease testing. 

In order to assist local health departments, state and federal agencies also need 
resources, particularly surge capacity for both laboratory and epidemiology staff. We 
found lab support for the investigation at both the state and federal levels to be crit- 
ical. It was vital to the investigation that we be able to have a large volume of tests 
run timely. The number of hours contributed by CDC and Kansas Department of 
Health and Environment (KDHE) epidemiology staff to the Cryptosporidium out- 
break was significant — during a public health emergency the work is really 24/7. 
Had there been another outbreak to deal with elsewhere in the state, KDHE would 
not have been available to provide the level of support needed in Douglas County. 

In addition to the staff that came on-site, daily conference calls were held with 
KDHE staff in Topeka and CDC staff in Atlanta to work on technical issues and 
strategies for the investigation. Materials developed as part of the investigation 
were reviewed by CDC and KDHE epidemiology staff as well as significant contribu- 
tions from the KDHE public information office. We worked to have consistent mes- 
sages conveyed to the public across county lines because communicable disease does 
not know county boundaries. 

Responding to bioterrorism or any other public health emergency is more than 
just learning the specifics of a new disease. There are new functions throughout the 
agency and local health department staff need strong analytical, communication and 
technology skills to be successful. Such staff development requires someone to do 
planning, assessment, leadership and monitoring. 

Progress has been made related to preparedness and response to public health 
emergencies and federal funding has been an important part of that progress. The 
added responsibility placed on local public health agencies is great, but is part of 
our mission and public health has a unique role to play. Ongoing, adequate re- 
sources from the federal level are needed to address gaps identified through local 
planning and public health emergency exercises. 

Thank you for holding this hearing and for your support of public health. I’ll be 
happy to respond to any questions you may have. 

Biography for W. Kay Kent 


EDUCATION: 

Master of Science in Community Health Nursing, Boston University, Boston, Massa- 
chusetts, January 1973. 

Bachelor of Science in Nursing, University of Kansas, Kansas City, Kansas, June 
1966. 

Diploma, Trinity Lutheran Hospital School of Nursing, Kansas City, Missouri, Au- 
gust 1964. 
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PROFESSIONAL CREDENTIALS: 

Licensed to practice as a Registered Nurse in Kansas. 

PROFESSIONAL EXPERIENCE: 

Administrator ! Health Officer: Lawrence-Douglas County Health Department, Law- 
rence, Kansas, June 1973 to present. First non-physician Health Officer in Kan- 
sas. 

Public Health Leadership Institute, Centers for Disease Control and Western Con- 
sortium for Public Health, 1992-1993 (Year 2 Scholar). 

Instructor, Community Health Nursing: University of Kansas School of Nursing, 
Kansas City, Kansas, January 1973 to June 1973. 

Instructor, Psychiatric Nursing: Faulkner Hospital School of Nursing, Boston, Mas- 
sachusetts, September 1970 to September 1971. 

Instructor: Mendota State Hospital, Madison, Wisconsin, January 1967 to August 
1970. 

Staff Nurse: New England Deaconess Hospital, Boston, Massachusetts, June 1966 
to January 1967. 

Staff Nurse (Part-time): Trinity Lutheran Hospital, Kansas City, Missouri, August 
1964 to June 1966. 

PROFESSIONAL ORGANIZATIONS: 

Public Health Leadership Society. 

American Public Health Association. 

Kansas Public Health Association. 

American Nurses Association. 

Kansas Association of Local Health Departments. 

Kansas Nurses Association. 

District 17 of the Kansas Nurses Association. 

CURRENT ACTIVITIES: 

Board of Directors, Kansas Health Institute. 

Kansas Public Health Systems Group. 

Bioterrorism Preparedness Planning Committee for the Kansas Department Health 
and Environment and Kansas Association of Local Health Departments. 

Douglas County Community Health Improvement Project Leadership Group. 

Legislative Committee, Kansas Association of Local Health Departments. 

PAST ACTIVITIES: 

Chair, Board of Directors, Kansas Health Institute. 

Lawrence Partnership for Children and Youth, Inc., Board of Directors. 

Supreme Court Task Force on Permanency Planning and Children’s Justice Act 
Task Force. 

Governor’s Public Health Improvement Commission Task Force on Effective Public 
Health Organizations. 

Lawrence Memorial Hospital Board of Directors. 

Kansas Master of Public Health Degree Program Advisory Committee. 

Douglas County Health Care Access Board of Directors. 

Kansas Department of Health and Environment Strategic Planning Committee. 

Douglas County Area Health and Human Services Needs Assessment Steering Com- 
mittee. 

Kansas Public Health System Study Committee Co-Chair. 

Douglas County Visiting Nurses Board of Directors. 

Jayhawk Area Agency on Aging, Inc., Tri-County Advisory Council. 

Douglas County AIDS Project Advisory Committee. 

American Public Health Association/American Academy of Pediatrics Health and 
Safety Organization and Administrative Technical Panel of the Child Care Per- 
formance Standards Project. 

Kansas Coalition on Medical Indigency. 
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Kansas Advisory Committee to the Coordinating Council on Early Childhood Devel- 
opment Services. 

Emergency Planning Committee for Douglas County. 

Kansas University School of Nursing Ad Hoc Nursing Curriculum Committee. 

Kansas Long Term Care Advisory Committee. 

Kansas Department of Health and Environment P.L. 99-457 (Handicapped Infant 
and Toddlers) Grant Review Committee. 

Kansas Hospital Association Human Services Alternative for Rural Hospitals Grant 
Advisory Committee. 

Douglas County Teen Pregnancy Task Force. 

President, President-Elect, Secretary-Treasurer, District Representative, and Legis- 
lative Chair, Kansas Association of Local Health Departments. 

Board of Directors and Secretary of Health Systems Agency Board, Health Systems 
Agency of Northeast Kansas. 

Chairman, Project Review Committee of Northeast Kansas Health Systems Agency. 

Chairman, Nominations Committee, Health Systems Agency of Northeast Kansas. 

Board of Directors, Douglas County Planning Council On Services for the Aging. 

Chairman, Health Committee, Douglas County Planning Council On Services for the 
Aging. 

Kansas Public Health Association Legislative Committee. 

Kansas Public Health Association Program Committee. 

University of Kansas Biohazards Committee. 

Douglas County Citizens Committee on Alcoholism. 

Douglas County Heart Unit. 

Douglas County March of Dimes. 

Douglas County Emergency Medical Services Council. 

Kansas State Board of Nursing Subcommittee on Communication between Nursing 
Service and Nursing Education. 

Chairperson, Fourth Annual Governor’s Conference on Aging Health Program. 

HONORS AND AWARDS: 

Kansas Health Foundation Leadership Fellow, 1999. 

First Recipient of Kansas Health Foundation Community Health Leadership Award, 
1994. 

Kansas Public Health Association Special Services Award, October 1992. 

Kansas Public Health Association Samuel J. Crumbine Medal for Outstanding Serv- 
ice in Public Health, May 1987. 

Kansas State Public Health Association Certificate of Merit, October 1982. 

District 17 of Kansas State Nurses Association Certificate of Merit, May 1982. 

Sigma Theta Tau National Honor Society for Nursing, 1966. 

Florence Nightingale Award, Trinity Lutheran School of Nursing, 1964. 

PUBLICATIONS AND NATIONAL PRESENTATIONS: 

“Mumps Outbreak in a Highly Vaccinated Population,” Bradley S. Hersh, M.D., 
M.P.H., Paul E.M. Fine, V.M.D., Ph.D., W. Kay Kent, R.N., M.S., Stephen L. 
Cochi, M.D., Laura H. Kahn, R.N., B.S.N., Elizabeth R. Zell, M. Stat., Patrick 
L. Hays, Ph.D., and Cindy L. Wood., M.D., M.P.H., The Journal of Pediatrics. 
August 1991. 

Co-presenter of The Health of Children in Day Care, a Public Health Challenge, 
American Public Health Association meeting, 1986. 

“An Integrative Approach to Child Care Licensing by a City-County Health Depart- 
ment,” co-authored with Peggy Scally, R.N., Health of Children in Day Care, 
Public Health Profiles, Kansas Department of Health and Environment, 1986. 

“A Multi-Service County Health Department,” Dynamics of Aging, Forrest J. 
Berghorn and Donna E. Schafer, and Associates, Boulder, Colorado: Westview 
Press, 1981. 

Mr. Neugebauer. Thank you, Ms. Kent. 

Mr. Brad Mason. 
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STATEMENT OF BRADLEY C. MASON, DIVISION CHIEF OF SPE- 
CIAL OPERATIONS, JOHNSON COUNTY MED-ACT, JOHNSON 

COUNTY, KANSAS 

Mr. Mason. Good morning, Mr. Chairman, Congressman Moore. 
Thank you for inviting me here today. 

I am Brad Mason. I’m the Special Operations Chief for Johnson 
County Med-Act. Also I serve as the Chairman of the Mid America 
Regional Council Emergency Response Committee, commonly 
known in these parts as MARCER. MARCER is an emergency 
medical services committee serving the eight county MARC region. 
It covers both sides of the state line. I am also a member of the 
Regional Homeland Security Coordinating Committee and a num- 
ber of its operational subcommittees. 

I was asked to come here today to provide testimony on how cur- 
rent and future technology investments provide for coordinated 
communication among the public health, hospital and emergency 
response community within Johnson County and the Kansas City 
region. 

MARCER has always been in the forefront of providing voice 
communications infrastructure to link EMS providers in the field 
to base hospital physicians in the emergency departments of all 
metro area emergency rooms. A recent upgrade to the MARCER 
system was completed in 2003. Presently, a wireless voice radio 
system links all providers in the area. Public Health agencies in 
the metro area have a minimal role in the MARCER radio system 
on a day-to-day basis. It is important to note that the radio system 
has the ability to expand to meet a need for public health radio 
communications, should such a need be demonstrated. At this time 
the need for day-to-day metro-wide access for our public health 
agencies is not required. 

The use of internet-based communications is becoming more and 
more commonplace in metro Kansas City. One such application is 
called EMSystem®. MARCER led the deployment of EMSystem® 
throughout the region in 2001. While EMSystem® was initially im- 
plemented to facilitate disaster communications and hospital diver- 
sion information between hospitals and EMS providers, a side ben- 
efit was discovered in helping public health agencies communicate 
among EMS providers and emergency departments. Public health 
agencies have leveraged the rapid messaging ability of EMSystem® 
to provide yet another means of instant access to health alerts and 
other critical information pertaining to disease outbreaks, report- 
ing, etc. 

Based on the success in the Kansas City region with 
EMSystem®, the State of Missouri implemented EMSystem® 
statewide starting in 2002. This brought obvious benefits for the 
state health agencies in providing another communications conduit 
for the dissemination of public health alerts and advisories. Uti- 
lizing grant funding, the State of Missouri has covered all of the 
annual expenses for EMSystem® users statewide, including users 
from Kansas that serve the metro Kansas City region. EMSystem® 
combined with other public health information systems provides for 
an adequate means of information alerts to the response commu- 
nity. I also understand the State of Kansas is considering a state- 
wide implementation of the EMSystem® as well. 
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As is widely reported, public health agencies need to have an 
early detection system in order to properly respond to potential in- 
fectious disease outbreaks. I understand that this is an area where 
quite a bit of improvement can be made, not only locally, but na- 
tionally. Johnson County presently uses the First Watch® pro- 
gram. Public Health grant funding from the CDC has helped fund 
the deployment of this program in Johnson County. First Watch® 
is an internet-based system at our Emergency Medical Systems dis- 
patch center. The program looks for spikes in certain EMS call ac- 
tivity. Once a spike is recorded the system automatically notifies 
public health officials, who then in turn start an investigation into 
the matter. For instance, if there was an increase in respiratory 
distress calls that EMS ran in a given period of time, public health 
officials would be notified of that alert. The same First Watch® 
system is used in Kansas City, Missouri at the MAST ambulance 
system. Presently, there is no compilation of the two systems data 
to obtain a better “metro” picture of alerts. 

While computer based programs have streamlined the sharing of 
information, much more can still be done to get a broader picture 
of the metro area when it comes to surveillance of the medical com- 
munity. The shortcomings of only performing syndromic surveil- 
lance of CAD data are several. More detailed surveillance could 
occur by developing applications that mine the data of the EMS 
systems electronic medical record systems. Patient records are 
much more detailed in terms of reporting patient signs and symp- 
toms compared to the very basic information found in CAD sys- 
tems. The same could be said for the electronic patient records in 
hospitals and other health care settings in the metro area such as 
pharmacies. While the metro area has been making positive strides 
towards the information sharing and coordination needed for ade- 
quate early warning, more work still needs to be done. 

Critically important to the progress being made on the aforemen- 
tioned programs in place for the Johnson County and metro Kansas 
City area is federal funding. Funding from such programs as the 
Department of Homeland Security’s State Homeland Security 
Grant Program and the Urban Area Security Initiative have start- 
ed the ball rolling in the right direction with Johnson County and 
in our region. Continued funding at or above current levels will 
help move our region closer to the goal of a solid early warning net- 
work for public health emergencies. 

As we progress into the future years, sustainment funding is also 
necessary for the new resources obtained through the grants. Often 
times, equipment is perishable and requires replacement in a mat- 
ter of a few years. For example, Johnson County is considering 
stockpiling antibiotics to provide prophylaxes treatment of our first 
responders. However, we assume the risk that these medications 
will expire and we need funding to replace them in three to five 
years. 

These are hut a few of the representative issues we are dealing 
with locally and regionally. We are on the front lines and our com- 
munity expects us to respond accordingly to their local emergency. 
I appreciate you taking the time to listen to your local first re- 
sponders. I look forward to our continued dialogue on this matter. 

[The prepared statement of Mr. Mason follows:] 
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Prepared Statement of Bradley C. Mason 

Mr. Chairman and Members of the Committee, I thank you for inviting me to tes- 
tify today. 

I am the Division Chief of Special Operations for Johnson County Med-Act, the 
county paramedic service here in Johnson County, Kansas. I also serve as the 
Chairman of the Mid America Regional Council Emergency Response Committee or 
MARCER. MARCER is a Metro Kansas City EMS committee serving the eight coun- 
ty MARC region. I am also a member of the MARC Regional Homeland Security 
Coordinating Committee. 

I was asked to provide testimony on how current and future technology invest- 
ments provide for coordinated communication among the public health, hospital and 
emergency response community within Johnson County and the Kansas City region. 

MARCER has always been in the forefront of providing voice communications in- 
frastructure to link EMS providers in the field to base hospital physicians in the 
emergency departments of all hospitals in metro Kansas City. A recent upgrade to 
the MARCER system was completed in 2003. Presently a wireless voice radio sys- 
tem links all providers in the area. Public Health agencies in the metro area have 
a minimal role in the MARCER radio system on a day-to-day basis. It is important 
to note that the radio system has the ability to expand to meet a need for public 
health radio communications, should such a need be demonstrated. At this time the 
need for day-to-day metro-wide radio access for our public health agencies is not re- 
quired. 

The use of Internet based computer applications is becoming more commonplace 
in metro Kansas City. One such application is called EMSystem®. MARCER led the 
deployment of EMSystem® throughout the region in 2001. While EMSystem® was 
initially implemented to facilitate disaster communications and hospital diversion 
information between hospitals and EMS providers, a side benefit was discovered in 
helping public health agencies communicate among EMS providers and emergency 
departments. Public health agencies have leveraged the rapid messaging ability of 
EMSystem® to provide instant access to health alerts and other critical information 
pertaining to disease outbreaks, reporting, etc. 

Based on the success in the Kansas City region with EMSystem® the State of 
Missouri implemented it’s use statewide starting in 2002. This brought obvious ben- 
efits for the state health agencies in providing another communications conduit for 
the dissemination of public health alerts and advisories. Utilizing grant funding the 
State of Missouri has covered all of the annual expenses for all EMSystem® users 
statewide, including users from Kansas that serve the metro Kansas City region. 
EMSystem® combined with other public health information systems provide for an 
adequate means of information alerts to the response community. I also understand 
that the State of Kansas is considering a statewide implementation of EMSystem®. 

As is widely reported, public health agencies need to have early detection systems 
in order to properly respond to potential infectious disease outbreaks. I understand 
that this is an area where quite a bit of improvement can be made, not only locally 
but also nationally. Johnson County presently uses the First Watch® program. Pub- 
lic Health grant funding from the CDC have helped fund the deplo 3 Tnent of the pro- 
gram in Johnson County. First Watch® is an Internet based application that mines 
the data in the computer aided dispatch (CAD) system at the EMS dispatch center. 
The program looks for spikes in certain EMS call activity. Once a spike is recorded 
the system automatically notifies public health officials, who then in turn start and 
investigation into the matter. For instance if there was an increase is respiratory 
distress calls for EMS, beyond a predefined threshold, public health officials would 
be automatically notified by the First Watch® system. The spikes in calls at our 
911 centers, urgent care center and emergency departments that are often the first 
real indicators of a potential biological incident. The same First Watch® system is 
in use in Kansas City, Missouri at the MAST ambulance system. Presently there 
is no compilation of the two systems data to obtain a more “metro” oriented perspec- 
tive of the data. 

While computer based programs have streamlined the sharing of information 
much more can still be done to get a broader picture of the metro area when in 
comes to surveillance in the medical community. The shortcomings of only per- 
forming syndromic surveillance of CAD data are several. More detailed surveillance 
could occur by developing applications that mine the data of the EMS systems elec- 
tronic medical record systems. Patient records are much more detailed in terms of 
reporting patient signs and symptoms compared to the very basic data found in 
CAD systems. The same could be said for the electronic patient records in hospitals 
and other health care settings. While the metro area has been making positive 
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strides towards the information sharing and coordination needed for adequate early 
warning, more work needs to be done. 

Critically important to the progress being made on the aforementioned programs 
in place in the Johnson County and metro Kansas City area is federal funding. 
Funding from such programs as the Department of Homeland Security’s State 
Homeland Security Grant Program and the Urban Area Security Initiative have 
started the ball rolling in the right direction within Johnson County and in our re- 
gion. Continued funding at or above current levels will help move our region closer 
to the goal of a solid early warning network for public health emergencies. 

As we progress into the future years, sustainment funding is also necessary for 
the new resources obtained through the grants. Often time’s equipment is perish- 
able and requires replacement in a matter of a few years. For example, Johnson 
County is considering stockpiling antibiotics to provide prophylaxes treatment to our 
first responders until Federal Response Plan resources are made available. Such 
medication has a two to five year shelf life and will eventually need replaced. If con- 
tinued federal funding is not maintained, where will our local community find the 
needed dollars to maintain what we have? 

These are but a few of the representative issues we are dealing with locally and 
regionally. We are on the front lines and our community expects us to respond ac- 
cordingly to their local emergency. I appreciate you taking the time to listen to your 
local first responders. I look forward to our continued dialogue on this matter. 

Biography for Bradley C. Mason 

• Has worked for Johnson County EMS: Med-Act since 1984 

• Division Chief of Special Operations since 1997 

• Directs EMS Special Operations Teams which include: 

• Emergency Operations Team 

• Disaster Response Team 

• Hazardous Materials Medical Support Team 

• Tactical Medic Team 

• Bike Medic Team 

• Responsible for EMS emergency planning for Med-Act and for Johnson Coun- 
ty Government. Plans include Mass Casualty, Mass Fatality, Incident Man- 
agement, Haz-Mat and Weapons of Mass Destruction (WMD) 

• Presently the Chairman of the Mid America Regional Council Emergency Res- 
cue (MARCER) Committee. 

• Through MARCER Brad has led: 

• A major overhaul to the radio communications system that links 
EMS providers in the field with hospital emergency departments in 
metro Kansas City 

• Revisions to the Regional Mass Casualty Incident (MCI) Response 
Plan 

• Revisions to the Regional Disaster Communications Plan 

• Development and implementation of the EMSystem® in Metropolitan 
Kansas City 

• Development of metro-wide hospital diversion protocols 

• Member of the Regional Homeland Security Coordinating Committee and nu- 
merous related homeland security subcommittees. 

• Recipient of the Mid America Regional Council’s “2004 Regional Leadership 
Award” 

Mr. Neugebauer. Thank you, Mr. Mason. 

Dr. Ron Kendall. 

STATEMENT OF DR. RONALD J. KENDALL, PH.D., DIRECTOR, 
THE INSTITUTE OF ENVIRONMENTAL AND HUMAN HEALTH, 
TEXAS TECH UNIVERSITY 

Dr. Kendall. Chairman Neugehauer, Congressman Moore, 
thank you for the invitation to be here and to sit with these distin- 
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guished guests. I was presented a letter from the Science Com- 
mittee to address some of the research underway in our Institute 
at Texas Tech University and I’m pleased to be here to represent 
the University and the District and your support, Congressman 
Neugebauer, and thank you very much for that support. 

The activities that we have related to biological and chemical ter- 
rorism countermeasures date back to July 1998. We were, at that 
time, contacted by Admiral Elmo R. Zumwalt, Jr., previously Chief 
of Naval Operations in Vietnam. He had interactions with the Na- 
tional Security Council, identified our program as a place upon 
which we could interact in toxicological research and information 
leveraging related to biological and chemical terrorism. We worked 
closely with the Admiral to set up a briefing and subsequently an 
initiative by which we were funded in 2000 by the United States 
Congress to appropriate funding for Texas Tech University system, 
the University of Texas at Austin and the University of South Flor- 
ida to support research and technology development, training and 
education for countermeasures to biological and chemical threats. 
This funding was critical to establishing the Zumwalt Program 
which is implemented through the Institute of Environment and 
Human Health at Texas Tech which I oversee and this Institute is 
the joint venture of our medical school, law school and university 
and I think reflects the multi-disciplinary cooperation that’s crit- 
ical. 

In terms of purpose, we were to coordinate and facilitate multi- 
disciplinary, basic and applied research and to provide education 
and training programs in cooperation with the Department of De- 
fense to enhance various operational military capabilities to more 
effectively and efficiently identify, prevent, mitigate and eliminate 
biological and chemical threats and other weapons of mass destruc- 
tion. 

Our focus has been to integrate and expand the multi-discipli- 
nary pool of expertise, technologies and collaborations necessary to 
remain a premiere internationally recognized leader in the sci- 
entific research and proliferation of information pertinent to mili- 
tary, and now civilian, countermeasures to biological and chemical 
weapon threats. This was not done irrelevant to other needs in the 
country, particularly as those identified previously by the National 
Research Council. 

Our current research focus areas which are identified in great 
detail in my appended testimony today are to develop and test ad- 
vanced modeling and simulation capabilities to predict and pre- 
clude the dispersion of biological and chemical agents inside build- 
ings and in urban and rural environments within and including 
livestock and wild animal populations. Secondly, to study and iden- 
tify and quantify as well as qualify emerging foreign animal dis- 
ease and re-emerging zoonotic disease threats and their potential 
uses as biological terrorism weapons; develop and test advanced 
composite non-woven fabrics for use as personal protective equip- 
ment against ballistic, biological and chemical insult and as I 
speak, we have several patents emerging, already one in place and 
moving forward to others; to develop and test novel approaches to 
detect and remediate biological and chemical agent exposures 
through therapeutic and genetic approaches, and to test existing 
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and develop new generations of sensors to detect and identify bio- 
logical and chemical weapon agents. 

This work has involved extraordinary collaboration. It has in- 
volved many multi-disciplinary research projects at Texas Tech 
that have engaged more than 60 faculty scientists addressing mod- 
eling, textiles, chemical engineering, atmospheric science, electrical 
engineering, plant and soil sciences, pharmacology, physiology, 
microbiology and toxicology. 

The Zumwalt Program has used and embraced this expertise in 
a multi-disciplinary format to bring this level of expertise to the 
focus of transferring the information to the scientific literature and 
to first responders. We have patented, published, as well as pre- 
sented more than 60 professional scientific presentations not only 
in this country, but internationally. This research has been spon- 
sored by the United States Army Research, Development and Engi- 
neering Command and continues to be sponsored through that 
process. 

We have interacted with the first responders by developing sci- 
entific expertise and state-of-the-art technologies through our col- 
laborations in the Zumwalt Program and leveraging that success to 
now the establishment of the Texas Emergency Analysis and Re- 
sponse Program, TEARP, operated through our program. This gives 
us an opportunity to integrate scientific and technical expertise 
with state-of-the-art computing, communications, information sys- 
tems and visualization technologies to create an immediately re- 
sponsive and highly accurate operational capability to save lives 
and protect property. This also employs the engagement and de- 
ployment of our mobile platforms known as the VIPER systems. 

The federal funding that we have received has been predomi- 
nantly through the Department of Defense. However, we encourage 
through the Department of Homeland Security and other entities 
becoming involved in the bioterrorism directive issued by President 
Bush to increase research focus on the development of more rapid 
biological pathogen recognition and identification capabilities for 
use in both active and passive surveillance systems, particularly in 
high population density areas such as this area; to create region- 
ally focused research labs to assess and develop technologies to ad- 
dress the growing threat of emerging and resurging pathogens that 
may have also the potential for the use as biological terror agents; 
an increased focus on the establishment of training and education 
facilities to provide the most up-to-date information and tech- 
nologies to emergency responders, their leadership, as well as elect- 
ed officials, on the preventive and response procedures for biologi- 
cal weapon agents. 

In July of 1998, as a toxicologist, and having the opportunity to 
visit with Admiral Zumwalt, this is an area we were concerned 
about. Now, it is an area that I think is a part of our reality. We 
must get ready. We must get ready as soon as possible. I think the 
threat is imminent. 

Thank you. 

[The prepared statement of Mr. Kendall follows:] 
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Prepared Statement of Ronald J. Kendall 

Overview and History of The Institute of Environmental and Human 
Health: 

In 1997, Texas Tech University and Texas Tech University Health Sciences Cen- 
ter established, as a joint venture. The Institute of Environmental and Human 
Health (TIEHH) to bridge their ability to assess the impacts of toxic chemicals on 
the environment and on human beings. This initiative employs a medical school and 
health sciences center interfaced with a comprehensive university, including the 
Texas Tech University School of Law, and represents an opportunity to address en- 
vironmental and human health issues from a multi-disciplinary perspective. Re- 
search members have been recruited based on experience in the field of environ- 
mental toxicology, as well as the diversity of their research. Dr. Ronald J. Kendall, 
a prominent leader in the international toxicology community, was hired as the 
founding director of TIEHH to direct this team and recruit the best scientists and 
personnel in this field. 

TIEHH research assesses human exposure to chemicals in the environment asso- 
ciated with symptomologies that can be determined to enhance and standardize the 
diagnostic process. TIEHH builds upon analytical methods of elements from human 
exposure to enhance quantitation of chemicals in association with environmental ex- 
posures. TIEHH also builds upon population-based epidemiological studies, includ- 
ing both humans and wildlife, to begin to better define the “Canary in the Coal 
Mine” concept from a more quantitative and rigorous scientific basis. TIEHH is de- 
veloping new innovative approaches to assess human health consequences in the en- 
vironment. 

In a very short time, experts at TIEHH have created a one-of-a-kind program 
working to find answers to real-world issues. Incorporating a multi-disciplinary 
group of scientists, scholars, business leaders and government agencies, TIEHH per- 
sonnel have assembled the best minds in the country to research environmental 
issues and provide solutions. Located in Lubbock, Texas, on the former Reese Air 
Force Base which is now Reese Technology Center, TIEHH occupies six buildings 
and more than 150,000 sq. ft. Over $15 million was invested through several state 
and federal agencies, as well as support from Texas Tech, for the building and lab- 
oratory renovation and capital improvements. This includes over $3 million for the 
renovation of facilities and purchase of a high performance computing system and 
virtual reality theater equipment that is housed in TIEHH. 

As of Fiscal Year 2002-2003, TIEHH has facilitated approximately $50 million in 
grants and contracts awarded to Texas Tech University since TIEHH’s establish- 
ment in 1997. Active grants facilitated by TIEHH core and research faculty and col- 
laborators include the following sponsors: Strategic Environmental Research and 
Development Program, U.S. Army Soldier and Biological Chemical Command, Envi- 
ronmental Protection Agency, National Institute of Health, U.S. Department of Ag- 
riculture, National Institute of Environmental Health Sciences, National Science 
Foundation, and U.S. Army Corps of Engineers. 

Admiral Elmo R. Zumwalt, Jr. National Program for Countermeasures to 
Biological and Chemical Threats 

For almost five years The Institute of Environmental and Human Health at Texas 
Tech University has been the home of the Admiral Elmo R. Zumwalt, Jr. National 
Program for Countermeasures to Biological and Chemical Threats (Zumwalt Pro- 
gram), which is a multi-disciplinary research, education, and service consortium 
composed of more than 60 research scientists. The Zumwalt Program was formally 
established in 1999 with the primary mission of defining, investigating, mitigating, 
and furthering the understanding and ability of operational military forces to pre- 
vent the threats associated with biological and chemical weapons, inspired by the 
leadership of the late Admiral Elmo R. Zumwalt, Jr., the former Commander of 
Naval Operations during the Vietnam War, Dr. Ronald Kendall, Director of TIEHH, 
took the steps necessary to begin a countermeasures research program at Texas 
Tech University (TTU). He and others judiciously selected a team of multi-discipli- 
nary intellectual and technological experts from the Texas Tech University System 
and charged them with developing effective countermeasure strategies that would 
improve the Nation’s understanding of biological and chemical weapons. By late 
1999, these efforts culminated in a large research consortium that submitted a 
white paper designed to meet the critical needs of the National Research Council. 
A short time later the U. S. Congress appropriated funding to the Texas Tech Uni- 
versity System, the University of Texas at Austin, and the University of South Flor- 
ida to support research and technology development, training and education for 
countermeasures to biological and chemical threats, the Zumwalt Program received 
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funding from the U.S. Army Soldier Biological and Chemical Command (SBCCOM) 
to establish and implement the research initiative (in October 2003 the SBCCOM 
was re-organized and renamed the U.S. Army Research, Development and Engineer- 
ing Command (RDECOM) ). 

The administrative and support functions to facilitate all elements of the Zumwalt 
Program are headquartered at TIEHH. Once established and initiated, the Zumwalt 
Program used SBCCOM funding to expand and branch out to recruit scientists and 
conduct research in more than 12 different departments within the TTU System. 
Each research project is peer-reviewed to insure it complements the overall 
Zumwalt Program and SBCCOM/RDECOM mission, which is to develop, acquire, 
and sustain soldier support and nuclear, biological, and chemical defense tech- 
nology, systems, and services. The start-up funding enabled individual scientists 
within the Zumwalt Program to bring their individual expertise and laboratory re- 
sources to bear on the threats of biological and chemical weapons and threat agents. 
The Zumwalt Program at Texas Tech is part of the National Consortium for Coun- 
termeasures to Biological and Chemical Threats (National Consortium), which rep- 
resents efforts contributed from Arkansas State University, Florida Atlantic Univer- 
sity, Kansas State University, Oklahoma State University, University of Central 
Florida, University of Kansas, University of South Florida, University of Texas Sys- 
tem, and the Texas Tech University System. 

Vision, Objectives, and Collaborations: Created by the best and brightest of the 
TTU System, the Zumwalt Program envisioned that its efforts would result in a 
long-term and much- needed biological and chemical weapon and threat agent re- 
search program. Initially envisioned as a means for creating professional jobs for 
West Texans, this program is now positioned to significantly contribute to improving 
national security. In an effort to minimize start-up costs and maximize research, the 
Zumwalt Program is permanently housed at TIEHH where an Administrative Sup- 
port Team has been continually utilized to ensure solutions were provided to the 
problems associated with biological and chemical threat agents. The initial prime 
objective of the Zumwalt Program was to develop and lead collaborative efforts with 
other academic institutions involved in countermeasures research. This objective 
was achieved. In fact, after three years, intercollegiate collaborations continue to be 
developed with other academic institutions which now include the University of 
South Florida’s Center for Biological Defense, the University of Texas, Oklahoma 
State University, the University of Kansas, Texas A&M University, and the Johns 
Hopkins Applied Physics Laboratory. Evidence of these successnil collaborations 
was displayed when Texas Tech hosted the 2003 Consortium of Biological Defense 
Research Meeting (CBDR) where more than 80 scientists presented over 30 tech- 
nical presentations concerning the detection, mitigation, and prevention of biological 
and chemical weapon and threat agents. 

Specific Questions Addressed: 

1. What tools and systems is the Institute of Environmental and Human Health 
(TIEHH) working on to detect and respond to a bioterrorist attacks What organi- 
zations provide the funding to support this research and development How are 
the resulting technologies transitioned to users? 

The Zumwalt Program continues its focus of coordinating and integrating all ex- 
pert, multi-disciplinary intellectual and technological resources available to design, 
develop and field effective and efficient strategies, devices and therapeutics to com- 
bat biological and chemical weapons of terrorism or of mass destruction. The 
Zumwalt Program team at TTU is composed of more than 60 research scientists col- 
laborating to meet our mission. The focus of our endeavors remains the leveraging 
of previous successes, advancement and continuity of our multi-disciplinary team to 
exploit all identified and novel opportunities to meet the Nation’s biological and 
chemical threat countermeasures research and development needs as identified by 
the Institute of Medicine’s National Research Council: 

• Pre-incident communications and intelligence 

• Personal protective equipment 

• Detection and measurement of chemical and biological agents 

• Recognizing covert exposure 

• Mass-casualty decontamination and triage procedures 

• Availability, safety, and efficacy of drugs, vaccines and other therapeutics 

• Computer-related tools for training and operations 

Specific ongoing research efforts being conducted by scientists under the auspices 
of the Zumwalt Program to protect against and respond to potential bioterrorism in- 
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cidents, are focused upon four areas, including: (1) The modeling, simulation and 
visualization of how biological threat agents may disperse through an environment 
following release. (2) Developing and refining technologies for agent detection, reme- 
diation and therapeutic intervention strategies. (3) Developing new and assessing 
existing technologies to create sensors and personal protective devices for biological 
and chemical threats. And (4), the design and development of technologies to protect 
buildings and the environment from biological and chemical weapons. During fiscal 
year 2003, the outstanding team of research scientists working as part of the 
Zumwalt Program successfully completed research in these four focus areas, as de- 
tailed below: 

Focus Area I: Modeling, Simulation and Visualization 

• Modeling and Simulation of Scavenging Degradation and Deposition of Chemical 
and Biological Contaminants in the Urban Environment — While most modeling 
and simulation projects have concentrated efforts upon determining and pre- 
dicting the dispersive characteristics of chemical and biological agent plumes or 
clouds around buildings in an urban environment, this project seeks to under- 
stand the effects that vegetative canopy, scavenging contaminants, degradation of 
the chemical and biological agents as they interact with ambient radiation and 
urban pollutants or deposition and potential resuspension or re-evaporation of 
contaminants have on plume or cloud dispersion within the urban environment. 
Most currently-used models do not account for these post-release factors that are 
believed to profoundly affect the dispersion and concentration patterns, possibly 
leading to large errors in simulation accuracy. A primary focus of this program 
is to formulate and test boundary conditions that account for these post-release 
phenomena for codes that predict contaminant transport and dispersion. An un- 
derstanding of the vegetative canopy flow is fundamental to improving the accu- 
racy and ability to characterize urban dispersion patterns, including the street- 
level patterns. For this reason, investigators have gone to great lengths to study 
and understand data unique to vegetative canopies, including tree type, leaf size, 
and tree-stand arrangement. Models have been created that show particle move- 
ment and deflection around vegetative canopies and are proving to be very useful 
for estimating the risk that response teams may face when attempting to rescue 
casualties or entering and cleaning-up contaminated areas. Collaboration between 
TIEHH and the Atmospheric Sciences Group has lead to significant leveraging op- 
portunities with the Governor of Texas Homeland Security Office and Division of 
Emergency Management of the Texas Department of Public Safety. 

• Modeling Airborne Transport of Hazards Using Advanced Atmospheric Monitoring 
Systems and Numerical Techniques — The objective of this project is to evaluate 
the capabilities and limitations of mesoscale (10-100 km range) atmospheric mod- 
els for chemical and biological agent airborne transport prediction. It is critically 
important to understand how biological and chemical agents are physically dis- 
persed and transported in the atmosphere. Accurate simulation or near real-time 
assessments of chemical and biolo^cal threats depend upon accurate interpreta- 
tions and forecasting of atmospheric conditions. Work conducted during 2002 has 
allowed investigators to develop and deploy portable field meteorological data sen- 
sor and recording platforms. Optimizing and enhancing the meteorological data 
handling of current DOD models will allow for accurate simulations of potential 
scenarios in advance of chemicaVbiological attacks, the determination of where 
and when specific populations or targets would be at risk given specific criteria, 
determination points of release and environmental conditions, and allow the trac- 
ing back of the trajectory of detected airborne agents in order to locate and neu- 
tralize its release point. These platforms were tested under severe weather events, 
included hurricane Lilli and tropical cyclones Fay and Isadore. The high-resolu- 
tion atmospheric data gathered during these storm events can be used to better 
predict biological and chemical agent dispersion in the atmosphere. Additionally, 
significant leverage opportunities have resulted with the Texas Division of Emer- 
gency Management, as well as the testing of these capabilities during a training 
event held in the Houston Shipping Channel. Future leverage opportunities ap- 
pear likely with atmospheric research groups in Oklahoma and New Mexico. 

• Determining Spread Pattern of Microbial Food Toxins in Agricultural Systems — 
Agriculture-related terrorism is a real and present threat to our country’s food 
supply and economic stability. The primary objective of this project is to deter- 
mine and follow the spread pattern of ricin/ricinine from the point of contamina- 
tion on the soil surface to its ultimate detoxification/ degradation. Investigators 
have identified and characterized a ricin-contaminated test-site within an existing 
field. This field has been used to grow castor beans for many years and investiga- 
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tors have detected a significant ricin gradient within the soil. Innovative tech- 
niques have been developed and implemented to qualify and quantify ricin levels 
in the soil. Abiotic factors including soil types, mineralogy, pH, salinity, moisture 
as well as biotic factors, fun^ and bacteria, are primary factors in the capacity 
of the soil to sequester or mitigate the ricin/ricinine. From data resulting from 
studies of spread patterns during 2001, investigators are focusing on determining 
or developing new ways to mitigate the spread of this dangerous toxin. Recent dis- 
coveries of direct links between the al-Qaida network and the Iraqi military, and 
plans to utilize ricin on the battlefield, heighten the need to find means to miti- 
gate the toxin. 

Focus Area II: Agent Detection, Remediation and Therapeutie Intervention 
Strategies 

• Cellular Transduction Mechanisms Involved in Latent Neurodegeneration of Motor 
And Cognitive Central Nervous System Sites — Chemical warfare agents, particu- 
larly organophosphate-based agents and biological toxins pose a significant threat 
to both military and civilian personnel and have the potential to both acutely and 
chronically impact the human nervous system. Long term consequences associated 
with intermittent or continued exposure to these toxicants appear to arise from 
excessive levels of glutamate and activation of AMPA-preferring glutamate recep- 
tors. There is some evidence to suggest that syndromes such as the Gulf War Syn- 
drome experienced by Desert Storm veterans is the latent result of chemical expo- 
sure. Broadly, there needs to be a scientific basis for understanding and pre- 
venting acute and delayed neuronal cell death. Specifically this study was initi- 
ated to determine whether AMPA-receptor-induced dark cell degeneration (DCD) 
in Purkinje neurons is associated with the translocation of Bax, cytochrome C re- 
lease from the mitochondria and activation of representative initiator and execu- 
tor caspases that include caspase-9, caspase-3, and caspase-7. Investigators have 
concluded that stress-activated kinases are instrumental in mediating AMPA-in- 
duced DCD, and allow for the assumption that AMPA-induced toxicity is pharma- 
cologically ameliorated with MAP antagonists. Developing therapies to control cell 
death in a programmed manner may prove beneficial in mitigating long-term ef- 
fects of exposure to various chemical agents. 

• The Isolation and Characterization of Combinatorial Peptides for the Detection 
and Neutralization of Bioagents — Isolation and characterization of high affinity 
peptide ligands is a useful and possibly a more economical means for detecting 
and neutralizing biological warfare agents. Using principles of combinatorial 
peptide chemist:^ along with affinity maturation of phage display peptides, this 
project will continue to investigate peptide ligands with high binding affinity for 
ricin, cholera, tetanus, and shiga toxins. During 2002, investigators identified 
peptide display phages with binding affinity for ricin and cholera toxin. These dis- 
coveries were critical in gaining the ability to detect ricin and cholera toxins in 
very low concentrations. Additionally, a capillary bio-panning apparatus was de- 
veloped that can be used for automated bio-panning of phage display libraries. 

• Microsystems for Detecting Liquid and Gaseous Hazards — Fluorescent Spectros- 
copy is used to identify and quantify trace contaminants by looking for their char- 
acteristic optical “fingerprint.” This spectrophotometric sensing approach is a cor- 
nerstone of anal 3 dical chemistry and increasingly finds applications for monitoring 
biological and chemical agents. This project is focused on the development of ena- 
bling technologies needed for next generation sensors and integrating optic 
spectroscopic techniques into a compact biological and chemical agent warning de- 
vice. Investigators have fabricated a hybrid mini-fluorescence/absorption spectros- 
copy system, the materials for a UV light emitting diode, microfluidics, and an 
analysis and deconvolution system. Liquid core wave^ide technology has also 
been used successfully to improve this project. The hybrid-integrated mini-fluores- 
cence/absorption system incorporates mostly small and discrete parts and is under 
computer control that uses a laptop for data output. 

• Combinative Toxicity of Biotoxin Mixtures — Biotoxins are naturally occurring toxic 
agents produced by bacteria, cyanobacteria, fungi and some species of plants or 
marine fish and are etiological agents for a variety of animal and human 
toxicoses. Several biotoxins such as aflatoxin, T-2 toxin, anatoxin, botulinum 
toxin, microcystins, ricin, saxitoxin, staphylococcal enterotoxin, and tetrodotoxin 
are known to be potential biological weapons. Synergistic and potentiation effects 
of biotoxin mixtures may enhance casualties and cause long-term effects in af- 
fected human populations. The objective of this study is to investigate the mecha- 
nisms of combinative toxic effects on animals and humans to facilitate the devel- 
opment of protective strategies against potential use of these mixtures as biologi- 
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cal warfare threat agents or terrorist attack agents. Investigators tested the acute 
toxicity of four hiotoxins, including aflatoxin Bl, T-2 toxin, microcystin-LR and 
fumonisin, in rats and fish. The respective toxic index for these toxins was devel- 
oped. Additionally, antibody-hased immunoafEnity methods, enzyme-linked 
immunosorbent assays, and radioimmunoassay were established for measuring 
these hiotoxins in the laboratory as well as for a small number of environmental 
samples. Investigators also optimized the experimental conditions, including pa- 
rameters such as cell numbers, incubation times, substrate concentrations, and 
biotoxin solubilities. Significant leverage opportunities have already been dem- 
onstrated with cancer research centers in China. Future research collaborations 
include environmental research in Vietnam. 

• Counter-Terrorism Measures to Combat Yersinia pestis with Selenium Pharma- 
ceuticals — The primary objective of this research is to produce selenium-labeled 
peptides and phage (bacterial viruses) that can selectively bind to the surface of 
pathogenic bacteria and inactivate them through the generation of superoxide 
radicals on their surface. Initial results have demonstrated that selenium could 
be covalently bonded to organic molecules and would continue to retain its ability 
to kill bacteria. Additionally, investigators identified specific peptide sequences for 
high specificity and affinity for Yersinia pestis. Some of these sequences have been 
synthesized and labeled with selenium display phages. Most importantly, inves- 
tigators have demonstrated that using the selenium-labeled phage, bacteria can 
now be killed in 30 minutes, as opposed to 36 hours. Plans have been initiated 
with members of the DOD to test the in vivo efficacy of these phage on Y. pestis. 

Focus Area III: Sensors and Personal Protective Devices 

• Development of Lightweight Nonwoven Protective Clothing for Chemical and Bio- 
logical Warfare Protection — Non-woven substrates are a novel and promising ap- 
proach for use in the development of protective clothing substrates because they 
are lightweight, breathable, and comfortable. The purpose of this project is to use 
state-of-the-art non-woven technology to produce fabrics capable of providing 
chemical protection. Researchers have produced non-woven substrates with high 
tensile strength and have incorporated an activated carbon layer that is thought 
to provide a significant amount of chemical absorbency. Additionally, the research 
team was able to use thermal bonding technology to incorporate chemical sensor 
prototypes into wall coverings. This project has generated substantial scientific, 
industry and media attention and has been featured in local and regional cov- 
erage. Results from this project has led to the filing of two patents and has signifi- 
cantly increased public and industry awareness for TIEHH, TTU, and TTU’s Of- 
fice of Technology Transfer and Intellectual Property. 

• Development of a Fluid-Based Fluorescent Bioaerosol Detector — The primary objec- 
tive of this research is to meet the immediate need for an inexpensive, low power, 
robust trigger to alert inhabitants of an increase in biological aerosol activity, 
thereby allowing the triggering of more sophisticated systems to determine the 
identity and source of the pathogen. During 2002 this project resulted in the de- 
velopment and testing of a novel and inexpensive sensor device capable of detect- 
ing airborne biological agents. The first three months of the project were dedi- 
cated to defining the parameters for sample media such as liquids, aerosols, and 
solid surfaces. A considerable amount of time was spent in the design and testing 
phase, as well. The prototype instrument utilizes a recently developed and proven 
aflatoxin biosensor which utilizes a flashlamp and photomultiplier tube, coupled 
with miniaturized fluidics to repeatedly sense small amounts of fluorescence in a 
two-minute cycle and a high-flow, aerosol concentrator into a single integrated 
unit. Although there was some experimentation involved in the construction of the 
detection device, the final test results of the prototype bio-aerosol detector re- 
vealed the relationship between the bacterial agents and the intensity of the fluo- 
rescence emissions. This prototype device will be improved and refined in 2003 
and tests in full-scale building models will be completed. 

• Development of Near Real-Time Sensors for Chemical Warfare Agents in Indoor 
Environments — The potential use of chemical weapon agents represents a growing 
global threat and has brought to focus the need for instrumentation that can rap- 
idly detect these compounds at very low levels. The objective of this project is to 
develop an inexpensive, concealable sensor for monitoring the release of the chem- 
ical warfare agents Sarin and Soman in indoor and outdoor environments. Using 
liquid core waveguide technology and a molecular imprinted polymer designed 
specifically for recognition of chemical agents, investigators have built a chemical 
sensor capable of detecting chemical warfare simulants in near real-time. The 
proof of concept was successful and efforts in 2003 will seek to improve on limiters 
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of detection and timing. Significant leveraging opportunities for this project exist, 
including the possibility for future collaborations with ITT Industries and the 
United States Air Force. 

Focus Area IV: Building Protection Strategies 

• Modeling and Simulation of Chemical and Biological Fluid Dispersion within a 
Building Envelope — The Modeling and Simulation (M&S) project has developed an 
integrated computer model and simulation of the release of chemical and biologi- 
cal agents in urban terrain, including releases within an office building. Along 
with the ability to predict chemical and biological particle dispersion, these mod- 
els provide predictions of the relative toxic effects on military and civilian per- 
sonnel. These simulations should prove useful to the military for training oper- 
ations designed to test response time for an offensive or terrorist use of chemical 
and biological weapons. Additional future leverage opportunities exist with both 
tactical and operational war-gaming and virtual battlefield technologies. 

Each of these research projects was very successful in meeting its planned ob- 
jectives and milestones, as well as generating significant information and novel 
findings to enhance the knowledge base and approaches to countering biological 
and chemical weapons and threats. Measures of the successes of these research 
efforts by the Zumwalt Program include the issuance of one patent and two are 
pending with the U.S. Patent Office, more than 35 peer-reviewed publications are 
either in print or in press, and 60 professional scientific presentations have been 
presented in 13 states and five foreign countries as a direct result of this research 
program to date. 

Specific areas of research to be addressed by the Zumwalt Program researchers 
at Texas Tech during fiscal year 2004 will include: 

Focus Area I: Modeling, Simulation and Visualization 

• Modeling the Transport of Aerosols in the Urban Environment: Real-time Updat- 
ing of Dispersion Predictions Using Sensor Data — Near-real time dispersion codes 
based on Gaussian Puff and Plume models are essential to the direction of re- 
sponses to chemical, radiological and biological releases. Aerosol dispersion pre- 
dictions are currently based on Second Order Integrated Puff (SCIPUFF) algo- 
rithms. One of the major sources of uncertainty in the predictions provided by 
such codes lies in source characterization. In many cases, it will be difficult or 
even impossible to directly assess the exact characteristics of a source during the 
critical early stages of a release, and further uncertainty results from the effects 
of source location (elevation, position relative to obstacles) on downstream trans- 
port. It is sought to develop techniques to integrate sensor data to improve disper- 
sion predictions in real time during the evolution of a release event. It is antici- 
pated that future generations of sensors will provide a spatial concentration field 
during the evolution of a release event. The proposed research will develop tech- 
niques to use this data to develop refined estimates of source characteristics and 
updated dispersion predictions. The reverse-diffusion problem is inherently ill- 
posed, eliminating the possibility of direct analytical solution. To address this 
problem, a neural net algorithm is to be developed to characterize the source from 
the evolving concentration field. The algorithm will then be applied to evaluate 
the effect of sensor deployment strategies on the accuracy of, and time taken to 
achieve, source characterization. The proposed research will be closely integrated 
with the development of the Texas Emergency Analysis and Response Program 
(TEARP) operations center. The dispersion modeling tools used in center oper- 
ations will provide scenarios for use in the evaluation of sensor deployment strate- 
gies. The operations center will benefit by using scenario development for both the 
training of center personnel and the cooperative development of operational strat- 
egies with TIPC. The evaluation of sensor deployment strategies provides another 
opportunity for cooperation with the TEARP center and TIPC, both with regard 
to strategies for use in emergencies and in the design of permanent sensor arrays 
to protect key elements of the infrastructure of the State of Texas. As source char- 
acterization algorithms are developed, methodologies will be developed to imple- 
ment the algorithms in conjunction with the Gaussian modeling codes used by 
TEARP. The algorithms may be tested in an operating environment, and, once 
successfully validated, implemented for use in emergency operations. Research 
currently funded enhances understanding of aerosol transport in the urban envi- 
ronment by characterizing the interaction between aerosols and vegetative can- 
opies. While the vast majority of the research effort will be devoted to the re- 
search described above, an effort is to be made to pursue elements of the current 
investigation into the interaction between aerosol species and vegetative canopies 
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to completion. A methodology is to be developed to introduce the local effects asso- 
ciated with vegetation into larger scale Gaussian dispersion models. Further in- 
vestigation is needed to determine the residence of time of the entering streams 
within the canopy and the rate at which aerosols entering the canopy can be ex- 
pected to deposit out on the surfaces of the canopy. These elements may then be 
combined with previously obtained results to formulate a sink/source term rep- 
resenting vegetation in Gaussian Puff models. An investigation into the effect of 
wind velocity on the aerodynamic drag force exerted on trees is also to be under- 
taken in order to establish a framework for adjusting canopy parameters in re- 
sponse to varying wind velocities. 

• Use of Prognostic Wind Fields and GIS-based Software for Surface-Layer Atmos- 
pheric Diffusion Computation — This project is a follow-up to the past three years 
of our work, which has focused on combining meteorological field platform devel- 
opment, mesoscale meteorological models and diffusion modeling technologies to 
investigate, develop, evaluate the accuracy and effectiveness of, and improve codes 
simulating the airborne dispersion of chemical/biological agents or other haz- 
ardous substances. Past results have indicated that nudging the meteorological 
models with surface-based data alone appears to have only a limited impact on 
mesoscale weather and dispersion forecasts: it appears that data from vertical 
profiles and probes of the atmosphere may be needed for true improvement of 
model prognostications through data assimilation. A model providing the best 
tools for evaluation of a dispersing airborne chemical/biological event must pro- 
vide a balance between complexity, timeliness, and accuracy, and should be able 
to display results overlain with urban topography in a Geographic Information 
Systems (GIS) setting. The proposed project will strive to implement these needs, 
and will represent a partnership with Army Research Laboratory (ARL) scientists. 
The ARL has been tasked to develop a real-time operational system for short-term 
weather forecasting for chemical/biological-emergency response applications, and 
has sought out the expertise of this project’s Principal Investigators to assist them 
towards this goal. This project will include the development of interactive soft- 
ware between the MM5 meteorological model and the CATS-JACE GIS-based 
software, including the HPAC dispersion model, in order to display airborne dis- 
persion calculations in a GIS environment. A microscale wind model will be devel- 
oped or acquired, and will be interfaced with the aforementioned dispersion model 
to provide a fast but sufficiently accurate and detailed wind flow prediction in the 
event of an attack or accidental release. This project utilizes the field facilities of 
Texas Tech’s Wind Science and Engineering Research Center and West Texas 
Mesonet, leveraged with other ongoing experiments supported by other agencies, 
to acquire high-resolution surface and upper air wind flow measurements. The 
MM5 meteorological model will then be “nudged” with these data to determine 
whether vertical (above-surface) meteorological information improves short-term 
local forecasting and dispersion calculations and provides a more accurate pre- 
diction of the consequences of a chemical/biological release. Finally, a new-genera- 
tion mesoscale model will begin to be tested to determine whether it can replicate 
MMS’s ability to provide inputs to the HPAC dispersion model. This project will 
represent an improvement to models of weather and airborne dispersion, sup- 
porting the Army’s need to rapidly and accurately adjust high-resolution meteoro- 
logical and dispersion model forecasts to actual observations at a meso (10 to 100 
km) scale, as related to the Integrated Meteorological Support System concept. 
The results of the proposed research will improve the ability not only of the armed 
forces but also civilian authorities and first responders to use locally-collected 
weather data to gain a tactical advantage, whether it be on the battlefield or in 
a civilian emergency. 

Focus Area II: Agent Detection, Remediation and Therapeutie Intervention 
Strategies 

• Mechanistic Studies of Combinative Toxieity of Biotoxin Mixtures — The long-term 
goal of this research project is to investigate mechanisms of combinative toxic ef- 
fects of biotoxin mixture(s) on animal and humans and develop prevention strate- 
gies against potential use of these mixture(s) as biological warfare threats (BWT) 
or terrorist attacks. Biotoxins are naturally-occurring toxic agents produced by 
bacterial, cyanobacteria, fungi, and some species of plants and marine fish, which 
have caused the tremendous economic loss worldwide and are etiological agents 
of a variety of animal and human toxicoses. Many biotoxins, such as aflatoxin, T- 
2 toxin, anatoxin, botulinum toxins, microcystins, ricin, saxitoxin, staphylococcal 
enterotoxins, and tetrodotoxins, are known to be weaponized or to be available for 
use as terrorist attack(s). For many years, our research efforts have been only fo- 
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cused on study of single toxin, and a great deal of data regarding individual toxins 
are well documented. However, little attention has been paid in study of combina- 
tive toxic effects of biotoxin mixture(s), which may be more potent and cause more 
damage to human and animal health. The great challenge currently faced in the 
field of anti-BWT is how to deal with the attack(s) of toxic biotoxin mixture(s). 
It is logical to raise the concern because a large quantity of single biotoxin is 
ready, available for use and our knowledge about the combinative toxicity of toxin 
mixture(s) is very limited. Therefore, there is an urgent need for understanding 
the mechanism of combinative toxicity of biotoxin mixture(s), developing rapid 
and sensitive methods to detect multiple biotoxins in the field and body fluids of 
animal and humans, and as a long-term shot, developing prevention strategies 
against possible use of these toxin mixtures. The general hypothesis for this FY04 
research proposal is that the combinative toxic effects found in our studies with 
biotoxin mixtures may be molecularly controlled by the critical gene or gene prod- 
ucts for metabolism and detoxification and modulate the process will, to a certain 
degree, reduce the damage and mortality caused by these toxin mixture(s). The 
specific aims in this project include: 1) to study molecular mechanisms of com- 
binative acute toxic effects of biotoxin mixtures in rat and fish models. 2) To study 
molecular mechanisms of combinative cytotoxicity induced by biotoxin mixture in 
targeted human liver and lung cells. 3) To continue development and validation 
of rapid and sensitive monoclonal antibodies based method(s) for detecting mul- 
tiple biotoxins exposures in animals and humans, and 4) To continue screening 
safe and nontoxic chemicals for detoxifying or antagonizing the combinative acute 
toxic or cytotoxic effects caused by these toxin mixtures. Biotoxins and their mix- 
tures selected in the project represent most toxins of interest both in the field of 
anti-BWT and in the scientific community of public health. Through the comple- 
tion of the proposed study, the mechanisms of combinative acute toxicity and 
c 3 d;otoxicity of selected mixture of biotoxins will be thoroughly explored. The rapid 
and sensitive method(s) for detecting multiple biotoxins in field and body fluids 
of animals and humans will be developed and validated. A series of chemicals pos- 
sessing antagonistic effects against acute toxicity of biotoxin mixture(s) will be 
identified and studied. This proposal seeks the continuing support from RDECOM 
for FY 2004. The research project titled “Combinative toxicity of biotoxin mix- 
tures” was funded by SBCCOM in FY 2001 (DAAD13-00-C-0056), in FY 2002 
(DAAD13-01-C-0053), and in FY 2003 (DAAD13-02-C-0070). The proposed stud- 
ies for the first two years have been completed and the annual report for each 
year has been delivered. The delivery arrangement for the FY 2003 will be fully 
met by the end of this funding year. A large database regarding toxicity and 
cytotoxicity of individual toxin, combination of two toxin mixtures, and combina- 
tions of three toxin mixtures in F344 rats, mosquitofish, human HepG2 and 
BEAS-2B cells has been set up based on our previous studies. Research proposed 
will be follow-on from previous research findings with the new specific aims and 
new methods. 

• Proteomics and Latent Neurodegeneration Triggered by Warfare Agents: Develop- 
ment of a Novel System for Comprehensive Assessment of Candidate Protein Medi- 
ators Using an Array Chip — The objective of this proposal is to utilize a protein 
array chip to develop a novel model system that permits a comprehensive and effi- 
cient qualitative assessment of candidate proteins involved in latent 
neurodegeneration triggered by radiological, biological and chemical warfare 
agents. The ultimate objective is to identify molecular substrates, define promi- 
nent transduction pathways and describe relevant cellular pathophysiology medi- 
ating latent neurodegeneration to be able to rationally develop therapeutic inter- 
ventions that prevent catastrophic life-long neurological problems following expo- 
sure to non-lethal amounts of warfare agents by targeting proteins identified as 
major contributors to neuronal programmed cell death in selected brain regions. 
Retrospective epidemiological studies document higher incidences of 
neurodegenerative and other diseases in personnel from the Viet Nam conflict and 
Gulf War however potential causes and mechanisms are entirely unknown. 
Chronic neurodegenerative diseases have been mechanistically linked to 
excitotoxicity, a process that occurs when glutamate abusively activates various 
glutamate receptors including the AMPA and NMDA subtypes leading to a pleth- 
ora of intracellular events that are capable of triggering multiple constitutive pro- 
grammed cell death enzymatic cascades that remain poorly characterized. More- 
over, particular cell death mechanisms are likely dependent on many concomitant 
factors including the physiologic context of the cell and the regional location in 
the brain. This year we propose to develop a model system using a protein array 
chip that directly identifies proteins that mediate the pathology of cellular neural 
degeneration. Protein array technology is a successor to gene micro-array tech- 
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nology and represents an innovative and new, “state-of-the-art” approach that tar- 
gets many relevant proteins at once and excludes irrelevant proteins by casting 
a wide net, allowing identification of potential players at the exclusion of others. 
Proteins are the molecular machinery (work horses) of the cell responsible for all 
physiologic and pathologic processes. Identification of relevant proteins by tradi- 
tional methods is particularly problematic since the number of these proteins and 
enzymatic cascades associated with cell death is rapidly expanding making it im- 
practical to singularly probe each candidate protein. Protein array methodology 
has the advantage over DNA genomic technology because it directly identifies 
complexes of proteins that work in molecular ensembles to carry out the patho- 
physiologic events. Furthermore, this technology translates to more efficient dis- 
covery of cellular processes, fostering rapid progression and development of ration- 
al therapeutic interventions for field applications. Our major goals/milestones for 
year 4 continue to be to define potential novel therapeutic approaches that target 
destructive enzymatic cascades to prevent radiological, chemical or biological war- 
fare agent-induced excitatory neurodegeneration in exposed individuals. The over- 
all intent of our research is to develop a model system to expedite discovery of 
various proteins that contribute to signal transduction pathways that are common 
final process responsible for neurotoxicity and neurodegeneration regardless of the 
nature or type of initiating insult. These studies will identify universal 
intracellular mediators of neurodegeneration and thereby identify relevant target 
proteins/enzymes on which to focus development of prophylactic and therapeutic 
treatments to prevent latent neuropathology in individuals at risk from non-lethal 
exposures to neurotoxic warfare agents. 

• Fluorescence based detection of single spores — The goal of this project is to com- 
bine recent advances in ultraviolet light sources and results of experiments with 
gated fluorescence detection to prepare a microsystem capable of detection of a 
single spore. Under past funding from SBCCOM we have developed deep ultra- 
violet light emitting diodes operating at 280 nm that are an enabling component 
of new fluorescence-based spore detection systems. We have also developed the 
microfluidic components using sophisticated electronics needed to realize a prac- 
tical detection system. The current implementation uses a chelation reaction of 
terbium with dipicolinic acid (DPA), a unique chemical component of spores, to 
provide an efficient and long-lived fluorescence signature specific to DPA. This de- 
tection method greatly reduces the problem of false positives. The fluorescence ef- 
ficiency of Tb(DPA)3 is 10,000 times higher than that of native Tb(III). Our cur- 
rent system, based on gated photomultiplier detection, has a sensitivity limit 
equivalent to 10 spores. This already exceeds the best published results by more 
than a factor of 70. Higher power LED sources and improvements in the 
photodetection electronics will reduce the limit of detection to a single spore. The 
construction and testing of the new system requires an interdisciplinary team of 
scientists with expertise in Electrical Engineering, Chemistry, and Physics. Such 
a team, consisting of Profs. H. Temkin (Electrical Engineering), S. Dasgupta 
(Chemistry), S. Nikishin (Electrical Engineering), and M. Holtz (Physics), has 
been assembled and proven under the past SBCCCM funding. A simple, compact, 
and reliable spore detection system would be of great interest to a number of our 
partners in the Admiral Elmo R. Zumwalt, Jr. National Program for Counter- 
measures to Biological and Chemical Threats. 

• Development of Combinatorial Peptides for use in the Detection of and Counter- 
measures against BWAs — Many bioassays and biosensors depend upon antibodies 
as recognition reagents. While antibodies frequently have the desired sensitivity 
and selectivity, there can be problems with antibody reagents. In some cases, anti- 
bodies may be unobtainable due to the non-antigenic nature of the analyte or the 
target of interest and need to be analyzed in a sample matrix not compatible with 
antibody function. This later limitation can be especially important in environ- 
mental testing applications, where compounds must be extracted from soil or 
groundwater with organic solvents. Antibodies are also relatively expensive to 
produce in large quantities, are susceptible to a variety of environmental agents 
and conditions, have a relatively short shelf life and require refrigeration or freez- 
ing for storage and transport. Recent technology, however, can address these limi- 
tations and includes the use of peptides as reagents for sensors. Single -chain 
peptides are much more robust and have much longer shelf-lives than do more 
complex proteins such as antibodies. They do not require refrigeration for storage 
or transport, can be produced in very large quantities inexpensively and are more 
amenable to a variety of diagnostic and therapeutic formats than are antibodies. 
For these reasons high affinity, target-specific peptides offer an obvious advantage 
over the use of antibodies in the detection and/or neutralization of biowarfare 
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agents (BWAs). A program is proposed to develop Phage-Display technology for 
the isolation and characterization of high affinity peptide ligands which can be 
used for the identification, simulation, and as countermeasures against of BWAs. 
For this study, and on the advice of RDECOM, we will target Y. pestis, vaccinia 
virus, B. anthracis spores botulinum toxin (BoNT) for identification and simula- 
tion and cholera toxin (CT) for countermeasure studies. 

• Counter Terrorism Measures to Combat Yersinia pestis and Cholera Toxin with 
Selenium Pharmaceuticals — Objective: During the last year a selenium-peptide 
was designed and synthesized that can kill over three log units of bacteria (99.9 
percent) in 15 minutes and kill all of the bacteria in two hours. This seleno- 
peptide is specific for only bacteria that express the Yersinia pestis FI antigen on 
their surface. Thus, the peptide has no effect on other bacteria. This represents 
the first of a new type of antibiotic that kills by a mechanism for which bacteria 
cannot develop resistance and that is specific for a single bacterial type. The ob- 
jective for the next year is to complete the design of this new antibiotic by testing 
its half-life in vivo. The seleno-peptide will then be modified to extend its half- 
life and test it on the bacteria in living animals. In addition, we will extend this 
technology to develop a drug that will inactivate cholera toxin. This will utilize 
a peptide that was developed by Dr. Joe Fralick on a different SBCCOM project 
which targets and binds quite well to cholera toxin. Methods: 1. To determine and 
improve the half-lives of newly selected seleno-peptides and seleno- 
peptidomimetics in vivo. The peptides will be labeled with tritium and then in- 
jected into mice. Half-lives for the existence of the peptide in the blood will then 
be measured. The same peptides will also be synthesized with attached poly- 
ethylene glycol residues to improve their half-life in vivo. 2. To continue to syn- 
thesize peptides and peptidomimetic selenium containing compounds that were 
selected for increased binding to Yersinia pestis and increased stability in vivo. 
While testing for the half-life in vivo, additional seleno-peptides will be syn- 
thesized based upon molecular modeling studies for binding to the FI protein. 
These peptides will then be tested by BiaCore binding studies for the ones, which 
bind best to the FI protein. 3. To test for the ability of the seleno-peptide or 
seleno-phage to kill Y. pestis in vivo. The best candidates from the half-life studies 
will be tested for their ability to kill the Y. pestis bacteria in vivo. 4. A seleno- 
peptide that binds to cholera toxin will be synthesized and tested for its ability 
inactivate the cholera toxin. Significance: This research represents the design and 
synthesis of a new type of antibiotic that can target a specific bacterial species, 
and then kill that bacteria by a mechanism for which the bacteria cannot develop 
a resistance. In addition this same technology, which works extremely well on 
bacteria, will be extended to the design of a drug that can inactivate a toxin. Both 
of these new drugs have significance as medical countermeasures for the protec- 
tion of combat personnel. 

Focus Area III: Sensors and Personal Protective Devices 

• Liquid Crystal Technology Based Diagnostic Sensor for Detecting Nerve Agents — 
Threats of use of Chemical and Biological agents during peace time and warfare 
have drawn considerable attention. For purposes of countering such threats, it is 
necessary to detect a variety of synthetic organic chemicals at low concentration 
levels. Highly sensitive laboratory-based methods of detection (like Gas Chroma- 
tography and Liquid Chromatography) for specific chemical compounds do exist. 
However, these methods are not suited for measurement of personal exposure due 
to their size, weight and power requirements. Further, many of these techniques 
require demanding user input for obtaining reliable analytical results. Hence, it 
becomes imperative that we find an inexpensive, easily-constructed, low weight al- 
ternative that requires minimal user input for detecting presence of chemical war- 
fare agents for the protection of personnel in danger of being exposed. To meet 
this challenge, several approaches have been designed. In the first approach, a 
pre-treated solid surface presents an array of immobilized chemical receptors that 
weakly bind LC molecules to orient it in a well-defined direction. Upon exposure, 
the receptors will selectively bind targeted analytes (driven by competitive H- 
binding ability) more strongly than they bind the molecules forming the LC. This 
will release the LC molecules. Since the surface will be pre-treated to define a 
nanometer-scale topography, the freed LC molecules will be forced to assume a 
predictable and visually distinct orientation in the absence of receptor-mediated- 
anchoring of the mesogen at the surface. In the second approach novel liquid crys- 
talline molecules will be designed and synthesized that form LC phase through 
weakly bonding with each other. These molecules will be placed in an electric/ 
magnetic field which orients the molecules in a well-defined direction. The target 
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molecules, due to their competitive H-bonding ability, will release the LC mol- 
ecules from each other. This will induce a visually-distinct phase in the liquid 
crystalline material. This release will also trigger a change in the applied electric 
field which in turn will be amplified and used for detection. In this approach, the 
LC molecules will double up as receptors for target analyte molecules. This ap- 
proach will also allow the flexibility to tuning/designing target specific liquid crys- 
talline molecules. The above will lead to the construction of a detection system 
that will be sufficiently simple to be easily incorporated into a sensor for personal 
monitoring. Such a sensor, with low power requirements and production cost will 
be of diagnostic utility for detecting nerve agents such as Tabun (GA) Sarin (GB) 
Soman (GD) or VX or their hydrolytic products. 

• Development of Highly Efficient Nonwoven Chemieal Countermeasures Sub- 
strates — The overall goal of the project is develop nonwoven based chemical coun- 
termeasures protective substrates that are multi-functional and highly efficient. 
Immediate objectives are: 1) to develop “next-to-skin” friendly adsorbent chemical 
decontamination wipes and liners for chemical protective suits and 2) to develop 
highly efficient and multi-functional destructive adsorbent nanofiber webs. The 
proposed project will utilize the “state-of-the-art” HI needle-punching non-woven 
technology to develop a multi-layer adsorbent substrate. In addition, a through- 
air thermal bonding technology will be effectively utilized to develop base sub- 
strates with enhanced strength and smoothness. The combined use of the needle- 
punching and the thermal bonding technologies will result in non-woven base sub- 
strates that have improved mechanical and surface properties. The project will 
also focus on a new and unexplored territory to develop destructive adsorbent 
nanofiber webs. These specialized nanowebs will have catalytic degradation action 
against certain chemical warfare agents and also adsorbency. This multi-func- 
tional web will significantly enhance the overall protection and filtration effi- 
ciencies of chemical protective substrates. The RDECOM funded chemical protec- 
tive non-wovens research at TTU has been extremely successful in delivering 
products on time. A three-layered non-woven chemical protective substrate has 
been developed. The chemical protective non-woven composite substrates were 
evaluated for their protection and adsorption characteristics at the U.S. Army 
Natick Soldier Center. Results have been very successful and have shown that the 
non-woven composites are good enough to serve as lining materials for JS-LIST 
chemical protective suits. Overall, the project has tremendous pay-back potential 
to the U.S. DOD and the society by developing new technologies that enhance the 
protection efficiencies of currently available chemical countermeasures substrates. 
The continued support of the RDECOM will help to sustain graduate students to 
continue their research activities resulting in their intellectual growth and devel- 
opment. 

• Development of a Field-Deployable, Remotely-Monitored, Area-Wide, Biological 
Pathogen Detection System — Zoonoses, or diseases of wild and domestic animals 
that can cross over into humans, have shaped history and influenced mankind’s 
social and cultural behaviors. Many of these naturally-occurring zoonotic patho- 
gens are known to have been weaponized and are classified as potential biological 
terrorism threat agents. Diseases such as hantavirus, plague (Yersinia pestis) and 
tularemia (Francisella tularensis) exist and are maintained in wild rodent and ar- 
thropod hosts throughout most of the western United States. These enzootic foci 
of disease are most often unknown until a human case of disease occurs and field 
surveillance operations are conducted. Current technologies to identify the res- 
ervoirs or vectors of these disease agents involve capture of wild rodents, collec- 
tion of blood or tissue specimens from the animals, and serological assay, culture 
growth or polymerase chain reaction methods. These processes and techniques are 
extremely labor-intensive, expensive and require from days to weeks for definitive 
results to be obtained. The primary objective of this project is to develop a re- 
motely monitored, near-real time, highly accurate biological agent detection sys- 
tem that can be easily deployed into any environment to detect and report the 
presence of disease pathogens and infection in a suspect rodent population. The 
initial step to acquiring our objective will be to develop a molecularly imprinted 
polymer (MIP) or liquid crystal (LC) absorbence sensor that is sensitive to 
Yersinia pseudotuberculosis (a pathogenic species in rodents very similar to Y. 
pestis). The MIP/LC sensing element will then be integrated into a rodent bait 
matrix and offered to a rodent known to harbor Y. pseudotubereulosis. The fluo- 
rescence response signal of the MIP or absorbency response of the LC will be mon- 
itored, measured and transmitted to a remote event recorder. Successful develop- 
ment and follow-on enhancement of this biological pathogen detection system will 
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significantly improve public health, preventive medicine and Homeland security 
response capabilities in the civilian and military environments. 

Focus Area IV: Environmental Protection Strategies 

• Generation and analysis of dust partieles potentially containing plant toxins and 
bacterial spores — The objective of this proposal is to identify the relationships be- 
tween soil materials and the generation of dust particles that contain plant toxins 
and bacterial spores. Inoculation of soil with a toxic agent would be a simple 
mechanism to contaminate large military reservations through the dust raised by 
wind action. The plant-toxin, ricin, and peanut lectin, a non-toxic surrogate for 
ricin, will be evaluated. The spores of the bacteria Bacillus cereus, a surrogate for 
Bacillus anthracis, will initially be evaluated. Characterization of ricin sorption 
to and desorption from natural and anthropogenic materials has been achieved by 
our team. Also, the sorption of both ricin and Bacillus cereus spores on raw fruits 
and vegetables has been examined. The potential detachment of dusts containing 
these toxins or spores has not been evaluated. A local USDA-ARS research facil- 
ity that examines wind erosion has developed a laboratory apparatus to generate 
dust particles from soil samples. This technology will be utilized in this research 
project. A series of experiments to quantify the amount and fraction of dust par- 
ticles that contain toxins and bacterial spores is to be conducted. Soils are unique 
materials that are heterogeneous and vary both spatially and temporally. Soils 
with the same soil texture can exhibit radical differences in dust loss depending 
on whether the soil is wet or dry. Temperature might also have an effect on dust 
production. This will be the first year of a multi-year proposal. The relationship 
between soil properties, dust generation, and wind transport of toxins and spores 
is complex and cannot be easily or rapidly evaluated. 

Leveraging of Suceesses 

Specific examples of ongoing efforts to leverage the successes and expand the mo- 
mentum of the Zumwalt Program into additional research areas to address highly 
vulnerable human health protection and economic stability include: (1) Coordinating 
the development and establishment of a multi-disciplinary project with the Director 
of Homeland Security for Texas to provide near real-time surveillance, monitoring 
and predictive modeling of disasters or biological and chemical incidents. (2) Devel- 
oping and coordinating a multi-disciplinary project to provide near real-time surveil- 
lance of livestock and field crops for disease indicators to combat agricultural ter- 
rorism. (3) Exploiting the successful completion of research and development of a 
near real-time biological aerosol detector device. (4) Conducted preliminary studies 
and analysis for the development of multi-discipline, multi-agency projects to quan- 
tify and characterize zoonotic diseases classified as potential biological weapon 
agents occurring in Texas. New research initiatives being pursued as a result of the 
capabilities, expertise and successes of the Zumwalt Program team include: 

• Enhanced sensitivity and specificity of biological and chemical agent sensors. 

• Emergency operations support through total visibility and modeling of biologi- 
cal and chemical threats in the environment. 

• Active surveillance and monitoring of pre- and post-harvest agricultural pro- 
duction systems. 

• Non-woven fabrics technology for protection against and detection of biological 
and chemical threat agents. 

• Adaptation of biological and chemical agent sensor technologies to more di- 
rectly support homeland security needs. 

• Development of integrated medical system/health care surge capacity models 
to assess biological and chemical terrorism incident response capabilities. 

• Expansion of non-wovens materials technology research to improve health 
and safety of military forces, as well as emergency first responders in diverse 
environments. 

• Design and development of novel approaches to military medical force protec- 
tion. 

• Development of biological and chemical environmental threat recognition, pre- 
diction and mitigation technologies. 

• Dynamics of zoonotic pathogens and their potential use as biological terror 
agents. 
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2. How does TIEHH work with first responders and State and local government or- 
ganizations to understand their needs for the teehnologies being developed at 
TIEHH? How do you work with them on edueation, training, and outreach? 

Through the scientific expertise and state-of-the-art technologies available 
through the collaborations among the Zumwalt Program team members and 
through leveraging of our successes, an operational capability to augment and sup- 
plement emergency response assets in the State of Texas was created. This capa- 
bility, the Texas Emergency Analysis and Response Program (TEARP), integrates 
scientific and technical expertise with state-of-the-art computing, communications, 
information systems, and visualization technologies to create an immediately re- 
sponsive and highly accurate operational capability to save the lives and protect the 
property of Texans during accidental or intentional incidents involving biological, 
chemical and radiological threat agents. 

The TEARP at Texas Tech University is composed of four primary components: 
(1) A continuous Operations Center which coordinates the gathering and initial as- 
sessments of “raw” information, disseminates analyzed information, and maintains 
communications with supported agencies and services. (2) The Center for Dispersive 
Processes which utilizes data received from numerous sources to develop predictive 
plume/cloud/threat dispersion models. (3) Wind Science and Engineering, which uti- 
lizes meteorological and other weather information resources to evaluate and predict 
atmospheric influences at an incident site. (4) Biological and Chemical Threat As- 
sessment, which collects and analyzes epidemiological, epizoological and toxi- 
cological data to develop predictive models of biological pathogen threats, chemical 
hazards and their dispersion. This operational platform will provide Texas law en- 
forcement and emergency response leadership, as well as on-site personnel, the in- 
formation technologies and capabilities needed to dramatically improve their abili- 
ties to safely, effectively and efficiently respond to emergency situations. We are a 
multi-disciplinary team combining scientific and technical expertise, as well as oper- 
ational experts with an understanding of emergency incident response and support 
operations. This operational understanding coupled with highly accurate weather 
and hazardous dispersion prediction technologies will provide on-site emergency re- 
sponders with what is needed to help save lives and property. 

The TEARP will provide a wide variety of technical and relevant information and 
consultation to on-site authorities and the Governor’s emergency response team 
through the development and interpretation of predictive models of hazard (plume/ 
cloud) movement in the environment for 1, 2, 3, 6, 12, 24, 48 and 72 hours in the 
future, thereby ensuring highly accurate, near-real time situational awareness for 
the Texas SOC and on-site first responders. TEARP utilizes all available U.S. Na- 
tional Weather Service observations, near-real time satellite imagery, and forecast 
information combined with sophisticated high speed computing capabilities (SGI 
Super Computer) to provide weather forecasts covering Texas at resolutions ranging 
from 1-15 km. Additionally, the TEARP can deploy mobile platforms called Vehic- 
ular Instrumentation Platform for Emergency Response (VIPER) systems outfitted 
with biological, chemical, meteorological, and radiological sensors into hazardous 
areas and environments, to relay near-real time data to decision-makers. The 
TEARP will maintain a full remote computational backup and satellite distribution 
network for its products and results to ensure uninterrupted service. Finally, the 
superior technologies and operational and scientific expertise brought together by 
the TEARP will make available unprecedented resources to provide training to 
emergency responders, as well as local and state elected officials, in all aspects of 
biological, chemical and radiological incident response activities. 

Operational Capabilities: 

• Deliver rapid, accurate data and predictions to government officials, emer- 
gency responders, and emergency/incident site commanders; information to 
make insightful and knowledgeable decisions. 

• Provide real-time dissemination of analysis results through secure commu- 
nications to prepare for and mitigate an emergent event. 

• Continuously deliver accurate, high-resolution, timely weather predictions 
covering the entire state of Texas. 

• Provide state-of-the-art dispersion predictions of pollutants, biological and 
chemical agents as a result of adverse atmospheric conditions, industrial and 
transportation accidents, and terrorism-related incidents. 

• Provide mobile platforms called Vehicular Instrumentation Platform for 
Emergency Response (VIPER) systems for deploying biological, chemical, me- 
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teorological, and radiological sensors into hazardous areas and environments, 
to relay near-real time data to decision-makers. 

• Ensure dispersion and weather predictions are visualized using leading edge 
technologies. 

• Provide support for local and state emergency response training exercises. 

• Provide technical support on the latest in meteorological and particle disper- 
sion modeling and simulation capabilities. Modeling results (complemented 
with insights and analysis from subject matter experts in biological, chemical, 
and radiological materials and their relationship to environmental toxicology 
and epidemiology) will be utilized before, during and after all operational 
events. These highly accurate assessments will be communicated in user- 
friendly language to enable use by all facets of governmental infrastructure. 

• Maintain a full remote computational backup and satellite distribution net- 
work for its products and results to ensure uninterrupted service. 

3. How can the Federal Government, particularly the Department of Homeland Secu- 
rity, improve its efforts to help communities be better prepared for a bioterrorist 
attack? Are there specific areas that demand increased attention? 

The following areas require increased attention from the Department of Homeland 
Security to ensure the American people are protected from the threat of bioter- 
rorism: 

1. An increased research focus on the development of more rapid biological 
pathogen recognition and identification capabilities for use in both active and 
passive surveillance systems, particularly in areas of high population den- 
sity. 

2. The creation of regionally-focused research laboratories to assess and develop 
technologies to address the growing threat of emerging and resurging patho- 
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sponders, their leadership, as well as elected officials, on the preventive and 
response procedures for biological weapon agents. 
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Discussion 

Mr. Neugebauer. Thank you, Dr. Kendall, and I’m going to yield 
to my friend from Kansas, Mr. Moore, for the first questions. 

Mr. Moore. I’d like to direct my first questions to Mr. Schable 
and also to Sam Turner, Mr. Turner. And the question is that the 
President has set a goal of assuming. I’m sorry, assuring that most 
Americans have electronic health records within the next 10 years. 
This would seem to impact detection and monitoring, analysis and 
interpretation, as well as knowledge management. 

My question to you is what do we need to do to meet the Presi- 
dent’s goal of assuring that — and is this something that we should 
do, that most Americans have electronic health records in the next 
10 years? What do we need to do to make that happen? 

Mr. Schable, first, if you would, please? 

Mr. Schable. Electronic medical reporting and medical records 
would be a useful tool in monitoring events, get knowledge of some- 
thing that might be happening on a local level, but to also see over 
a long period of time what the baselines are for particular events. 
That is like we track influenza over long periods of time. We know 
when a peak occurs, something has occurred, when the peaks for 
influenza should be or they shouldn’t be. How exactly to handle 
that is a little out of my expertise. I would defer to the person 
from — Mr. Turner, from the hospital system to answer that a little 
more at the local level. 

Mr. Moore. Very good. 

Mr. Turner. We’re currently in the process of implementing elec- 
tronic medical records here at the hospital and we think we’ll have 
it done within the next 14 months, the first phase of it, which will 
go a long ways toward being able to really take care of our patients 
adequately and it certainly will increase the medication, reduction 
of medication errors, safety of patients in the hospital. I think that 
any time you can have that much information readily available to 
parties that need the information, it will certainly increase, not 
only our ability in-house, but as well as community-wide and na- 
tionwide to get demographics out, disease categories information 
that needs to be done to really address some of the issues that 
we’re talking about today. 

The problem is that it’s millions of dollars for each hospital to 
implement it. And you don’t get reimbursed for that. So the ability 
for all hospitals to be able to implement this mandate is problem- 
atic. It really is, and I think that 10 years, certainly for some hos- 
pitals is realistic, but for most hospitals without funding, it’s im- 
possible. 

Mr. Moore. Thank you, Mr. Turner. I guess I’d ask the same 
question to Mr. Morrissey with the Kansas Department of Health 
and also Ms. Kent, if you have comments on that, and any other 
witness, frankly, if you have comments on that, let me hear from 
you. 

Mr. Morrissey. Congressman Moore, I think Mr. Turner’s focus 
on the potential benefits with patient safety and drug interaction, 
whole range of things, have been an issue that the whole industry 
has focused on for some time and clearly would benefit from that. 
We’ve talked and you’ve heard several of us talk about early detec- 



75 


tion systems and the potential for new technology and common pa- 
tient medical records to enhance those and I think there’s no ques- 
tion that going that direction makes sense from the technological 
standpoint. 

Probably the concern I would raise is that Kansas is also a rural 
state with many very small hospitals. We have a large number, in 
fact, the largest in the country of critical access hospitals and I’m 
not sure that the priorities statewide are going to be as focused on 
that kind of technological change as they are on for us walking be- 
fore we run and having on the ground communication and basic 
surveillance capability to respond. 

So I think it’s both. We have an urban situation and capacity to 
deal with. We also have a very rural situation and it’s going to re- 
quire addressing both, both directions. 

Mr. Moore. Ms. Kent, do you have any comments? 

Ms. Kent. During our disease outbreak, when CDC came and we 
were trying to get a handle quickly on what the extent of the out- 
break was, we wanted to look at physician records, electronic 
records and so we called all of our physician groups in the commu- 
nity and were truly handicapped by the fact that I think we only 
had two medical practices that had electronic records. And so we 
were not able to get a handle on that as quickly as we could have, 
had we had electronic records to be able to access. So I think that 
it has tremendous potential in terms of when you have disease out- 
breaks, but I do think in a state as rural as Kansas, it’s going to 
be very difficult to achieve. 

Mr. Moore. Mr. Mason or Dr. Kendall, any comments? 

Mr. Mason. Well, as I mentioned in my testimony, we use an 
electronic medical record system. We basically implemented it 
about a year ago and spent probably about a half a million dollars 
of our funds of capital improvements to implement the project. So 
yes, it’s costly. I can only imagine what it would be like to imple- 
ment it in a hospital. 

I think an important part is we’re looking to the future to have 
electronic medical records to surveil, but let’s don’t forget those 
that we already have in place. As an example, the MAST system 
of Kansas City is implementing an electronic medical record sys- 
tem. And if you combined our EMSystem® and MAST 
EMSystem®, you’re looking at probably about three-fourths of the 
metro area’s emergency medical response system through hospital. 
You could data mine an awful lot of this medical surveillance from 
that. While we need to look at future implementation, let’s look at 
leveraging what we have in place right now as well. 

Dr. Kendall. I’d like to make a comment. Congressman Moore. 

Mr. Moore. Yes. 

Dr. Kendall. In Lubbock, Texas, we’re blessed with multiple 
hospitals and a medical school at Texas Tech. Just this past year, 
the flu epidemic alone saturated our beds to the point where if we 
had had an additional problem like a biological attack, we would 
have been at capacity already. Therefore, the concept of the best 
medical records possible as applied to individual patient care could 
do much more for us to identify how serious a level of potential an 
individual patient may be of succumbing to a disease threat and so 
on. 
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And also, I want to comment that once we have people entering 
the hospital, we are way down the road on a biological or chemical 
event. In other words, can we do a better job at providing the plat- 
forms necessary to provide real time information to assist our first 
responders in reducing exposures or getting people out of toxic or 
hazardous zones. I think that’s going to be one of the great chal- 
lenges because already, this minute, the fine people that are run- 
ning our hospitals are already in near capacity, in order to make 
their budgets work as well as provide the kind of comprehensive 
care necessary in today’s health care needs. 

Thank you. 

Mr. Moore. Thank you. Dr. Kendall. 

Mr. Morrissey, about a third — and I’ll direct this really to any- 
body on the panel who thinks they have something to contribute 
here, because a lot of these transcend your individual testimony, I 
think, and apply to Kansas and Missouri. 

A third of the population of Kansas lives near Missouri in this 
northeast section of Kansas and I guess my question to you is how 
are we coming along in coordinating efforts to protect the popu- 
lation of Kansas and Missouri with the State of Missouri? 

Is there coordination efforts going on there, Mr. Morrissey? 

Mr. Morrissey. Congressman, there is ongoing communication 
between the two state programs and the two state health depart- 
ments and in fact, in this federal region, the four bioterrorism pro- 
grams have a meeting scheduled, really, the first one to get all of 
the staffs together and to begin that discussion. 

Mr. Moore. When does that happen? Do you recall? 

Mr. Morrissey. It’s in June. I’ll have to get you that exact date. 
I think that’s an area where we recognize there’s significant need. 
The metropolitan area really has been the focus of the metropolitan 
medical response system with first a program that was funded 
through Kansas City, Missouri and covered the Kansas side and 
now one as well in the Wyandotte County area. And so a good deal 
of that coordination has occurred locally through those mechanisms 
and through the focus of MARC and their regional partnership. 

Mr. Moore. Anybody else want to comment on this? 

Ms. Kent. I would just say that I think we’re beginning, counties 
that are a little further removed from the metropolitan area, but 
would be impacted such as Douglas County, beginning to have clos- 
er relationships with the Kansas counties that are part of the met- 
ropolitan area, but I think there’s still a lot of work that needs to 
be done in that area. 

Mr. Moore. Mr. Schable, and this is not intended as a criticism 
of anybody, this is simply an acknowledgement, I think, that we 
had a horrible event here in September 2001 and we’ve got a huge 
challenge to try to prepare our nation to respond to something in 
the future similar to make sure something like that doesn’t happen 
to the extent that we can. 

My question, I guess, is if you can answer this or any other panel 
member can answer this, with regard to the Department of Home- 
land Security, how are efforts to coordinate among the 50 States 
and I just — I think this is the first time I’ve heard about this re- 
gional meeting that’s coming up in June, maybe. And I’m glad to 
hear that because my concern is I don’t know what’s really being 
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done by the Department of Homeland Security to coordinate efforts 
with the 50 States and my feeling is, and maybe this is correct, 
maybe it’s not, that the Department of Homeland Security and the 
federal agencies would have a lot more background and experience 
in dealing with bioterrorism than some of the states would. 

Is there an effort to try to coordinate the information that they 
could use, the 50 States, to protect themselves and our citizens or 
is each state kind of just left on its own to develop their protection 
as best they can? 

Mr. ScHABLE. Well, the Department of Homeland Security, of 
course, is a new federal department that is still organizing itself, 
but I assure you. Congressman, that the Department of Health and 
Human Services is actively working with the Department of Home- 
land Security on these bioterrorism efforts. Many of the people that 
I know that are now in the Department of Homeland Security are 
long-time public health people that I personally know and have a 
lot of experience with and then we do try to coordinate what we 
are doing. 

The Department of Homeland Security has some very specific 
mission for the Nation’s defense against terrorism and CDC knows 
what it needs to do and we do try to coordinate. 

Could we coordinate better? Certainly, sir. And we are making 
every effort to try to do that. As I said, I know almost everyone in 
DHS that deals with terrorism and we constantly are trying to 
make sure that the right hand and the left do know what they’re 
doing. Do they always know what they’re doing? No, sir, but we’re 
trying very hard to make sure they do know what they’re doing. 

I am firmly convinced that if an event occurs, it will be at the 
local level and those people are the ones that are going to have to 
respond first. When something happens, they’re not going to call 
me first. These people are going to be responding and we are going 
to be right behind them helping them respond. 

Mr. Moore. Thank you, Mr. Schable. I do want to again state 
this is not intended as a criticism of anybody. We’re kind of all 
struggling through this together and I appreciate the efforts that 
are being made on the national level and I just want to make sure 
that the states, each of the states has the same opportunity and 
experience and information level that the Federal Government has. 

Does anybody else have a comment on that? 

Mr. Chairman, I’ve got some other questions, but I certainly 
would like to yield back to you. 

Mr. Neugebauer. Sure, we’ll bounce back and forth here. 

Dr. Kendall, one of the things that is certainly an important part 
of our efforts on biological attack is detection. And then once we’ve 
detected, determining how broad that threat is and to disseminate 
that information, obviously, to our first responders and our health 
officials. 

Could you kind of go into a little bit of detail of the TEARP and 
the VIPER program that you all have developed at the Institute 
and how that fits into the detection scenario? 

Dr. Kendall. Yes, sir, I will. Through the Governor’s office there 
is a strategic plan to deal with homeland security in the State of 
Texas, including biological and chemical terrorism counter- 
measures. Included in that are operational centers that are located 
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throughout the state that employ largely our Department of Public 
Safety, but in our case, there are discussions to engage research 
and knowledge-base information that can be transferred to our first 
responders. 

What I mean there, as I mentioned earlier, the Department of 
Defense has funded us for a number of years to develop informa- 
tion for military readiness, yet it was highly transferrable to do- 
mestic security. And in that concept, we developed the TEARP, the 
Texas Emergency and Analysis Response Program which involves 
our high performance computing systems, virtual reality center and 
multi-disciplinary expertise to engage questions of how would one 
look at a hazardous waste — I mean a hazardous substance or toxic 
cloud or release into our water systems, etc., and work through 
that question through virtual reality simulation as we could then 
assist in identifying the threat level and the dispersion zone and 
at what point and what level of protection would be needed to enter 
those zones. That’s going to require a lot of expertise and quick re- 
sponse. Not hours, minutes. Okay? 

In addition to that, one of the areas that we have worked with 
and I wanted to emphasize cooperation is the key. Multi-discipli- 
nary cooperation among our federal agencies, our states and then 
down to our regions and communities. 

One of the areas that we’ve worked with with our wind engineer- 
ing research team, a world-renown group at Texas Tech, is the 
VIPER platform, is the Vehicular Instrumentation Platform for 
Emergency Response. Basically, this is a system that we can deploy 
either with human operated capability or in the future robotics 
that can engage toxic zones to provide us with critical weather in- 
formation, wind information, humidity, barometric pressure as well 
as deploy our sensors to determine what substances at what con- 
centrations and the dispersion zone. 

This information can be transferred immediately in real time via 
wireless internet as well as cell phone technology back to the oper- 
ations center so the high performance computer can model the 
event and determine dispersion characteristics and how widespread 
the toxic zone will be. Those are some of the things we are doing 
within the State of Texas and this will be provided — this kind of 
data will be provided immediately to our first responders. We pro- 
vide demonstrations to leaders in our community and the state 
level, including the Office of Homeland Security leadership in the 
state. And I think it’s a model that could have applications in other 
regions, including this region. 

Mr. Neugebauer. I think I can speak for Dr. Kendall, I think 
he would invite you to come and see the capability that they have 
developed there for helping our first responders in other agencies 
to begin to model a particular event and I think it’s important that 
we share the information that we’re gleaning from the research 
money that we’re spending because there’s not an endless supply 
of that money available and so I think — Mr. Schable there is nod- 
ding his head, yes. And so I think it’s important that we do that. 
So I would encourage you to do that. 

One of the things we talked about and we focused this morning 
a little bit is about the attack on our direct — attack on our citizens 
in an event of something like that, but what we really haven’t 
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talked about in some of the opening testimony was attacks on our 
food supply which could be as catastrophic as attack directly on our 
population. 

I’d like to kind of just hear from some of you as you’re incor- 
porating into your plans and detection and monitoring, what you’re 
doing in that respect also. Mr. Schable. 

Mr. Schable. Yes sir. We are working diligently with the Food 
and Drug Administration, the U.S. Department of Agriculture, the 
Food Safety Inspection Service, FSIS. Indeed, their Acting Director 
is coming next week to discuss this because food safety, it really 
is extremely important, yet many people don’t realize how hard 
that is to do. There are tremendous numbers of processing plants. 
GDC historically keeps an eye on outbreaks associated with food 
processing plants, but in this day and age, we want to make sure 
that those terrorism type of events don’t occur. We don’t want to 
have to go investigate. We would prefer to investigate nothing. But 
we are working with those groups to try to make food safety much 
better. Indeed, in Georgia, at the U.S. Department of Agriculture 
associated with one of the universities, they just opened a new re- 
search laboratory to detect outbreaks or threats to the food safety 
very quickly. And again, that is something we need to do a good 
deal more work on. We’ve as you said, sir, been working more on 
people, but now we’re going to start backing that up with work on 
not only food supply, but the animal industry itself 

Mr. Neugebauer. Any others? 

Mr. Morrissey. Mr. Chairman, recently, the state has allocated 
funding from its grant funds from the Office of Domestic Prepared- 
ness to conduct a statewide assessment of food security in the state 
and I would echo Mr. Schable’s concern that this is a difficult prob- 
lem to get your arms around. The farm to fork idea here in terms 
of agriculture and the whole food chain is a huge task when you 
think of it from a security perspective and changing. From a public 
health perspective, our basic response has still got to be dealing 
with food borne disease and the systems that we already have in 
place to detect and respond to food-borne illness. 

Mr. Neugebauer. Dr. Kendall. 

Dr. Kendall. Congressman Neugebauer, a good example of a 
model for a biological terrorist attack would be West Nile Virus, as 
an example, moving from the northeast to the southeast and across 
the country. We in Lubbock, Texas, get about 16 inches of rain a 
year. You wouldn’t think there would be many mosquitos there, but 
last year we had the largest per capita outbreak in the country 
with children dying and older individuals dying. 

What does this mean is that the animals were telling us some- 
thing, birds, horses, etc. Therefore, although I was asked to focus 
predominantly on human health today, we cannot separate them. 
The animals were already telling us the virus was moving in. Our 
institute had the data and was showing these mosquitoes were in- 
fected, birds were dying, etc. I think we’ve got to learn to have good 
surveillance epidemiology to look for signals before humans start 
dying. 

In addition, I think it gives us tools to better apply early warning 
systems that will help us better save lives. 
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Mr. Neugebauer. Thank you. Anybody else want to — I think 
particularly, this is going to be an issue for Texans and Kansans 
alike because when you look at the contribution that these two 
states, for example, make to the food supply in our country, par- 
ticularly I think about the cattle industry, it’s a major issue. 

This is a question to all of you, but disease surveillance we’ve 
been talking about is an important facet of public health, especially 
in early detection of seasonal diseases and outbreaks. Have you or 
your office detected seasonal diseases earlier, more rapidly through 
the use of disease surveillance and I guess has the CDC been an 
integral part of that surveillance in the past and presently? 

Mr. ScHABLE. Well, since he asked, the Chairman asked about 
have we been of any help, I hope that the state would say yes. 

(Laughter.) 

Mr. Morrissey. Kay just did actually, in her earlier comment 
talking about the Cryptosporiosis outbreak that Douglas County 
suffered through last summer and the significant help from CDC 
and from the state and the partnership that worked on that. But 
to the question about early detection systems, I don’t think that I 
can say that we’ve had the experience of having detected disease 
using those electronic systems. And my understanding is that’s not 
occurred nationally. We really haven’t gotten to the point yet of 
having a system that’s worked to the extent that we can say yes, 
we identified this disease early because of that and I think in my 
testimony, I made the point that we’re looking at developing more 
basic systems across the state and assuring that we can function 
doing more rudimentary, I guess, surveillance. 

It’s not that we don’t recognize the very potential advantages of 
the technology interventions with surveillance, but we’re looking to 
others to make the investments to develop that and frankly, we’re 
looking to take advantage once those systems are better tested and 
in place. 

Mr. Turner. I think there are, with the HealthSentry software 
package I mentioned in my testimony, there are beginnings of hav- 
ing viable software packages and tools to help us with early detec- 
tion. And CDC has always been an important part of helping hos- 
pitals out, but we are very vulnerable as was evidenced by the in- 
fluenza outbreak this past winter when a lot of us ran out of the 
vaccinations. It’s just some things we just have to get — we’re going 
to have to get better and better. That’s something that really 
caught a lot of us by surprise. The full scope of it. But there are 
software packages that are being implemented that are being dis- 
covered that will help us in the future. 

Mr. Neugebauer. I think an important aspect of this question 
is and it’s somewhat what Dr. Kendall mentioned was like for West 
Nile Virus, it’s important that information transfer begin very 
quickly, particularly West Nile because early treatment of that dis- 
ease is very important and I think as we look at some of these 
other threats, identifying them very quickly and making sure that 
we help, and particularly, I think the question was brought up 
about or a statement was made that in Kansas and in West Texas, 
we’re urban and we’re rural. 

And in some of those early detections, we always assume that 
those are going to begin in a metropolitan area, but you know that 
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may not necessarily be the case. So we’ve got to build a network 
where our detection and identification is done on a relatively quick 
basis. 

Mr. Moore. Mr. Chairman, may I follow-up on one of your ques- 
tions? 

Mr. Neugebauer. I yield back to you. 

Mr. Moore. Thank you, sir. Thank you. I thought the Chairman 
asked a really good question and I wanted to follow up a little bit 
and that deals with the food supply and the infection of a food sup- 
ply. And we saw in the last several months disastrous results when 
one animal in Canada apparently came to this country infected and 
we — it has a tremendous adverse effect on our economy. Kansas, 
Texas and I think there are a few cattle in Texas, right, Mr. Chair- 
man? 

Mr. Neugebauer. One or two. 

Mr. Moore. And really. I’m very serious here, this could be a tre- 
mendous economic, just devastation for many places that are cattle 
producers around this country. 

What, if anything, can we, should we do to protect the food sup- 
ply, namely cattle, but expand from there and I’m asking Mr. 
Schable, Dr. Kendall, anybody who wants to comment on that, Mr. 
Morrissey? 

Mr. Schable. It’s actually a very good question. Congressman. 

What can we do to protect the food supply? I think we have 
worked with our colleagues in the U.S. Department of Agriculture 
as they are the ones that have the legal responsibility for the food 
supply, along with the Food and Drug Administration and HHS. 
We have to look at what vaccines are available, what systems are 
available, how can we make sure something doesn’t move into this 
country from other parts of the Nation, other parts of the world. 
The borders between us and Canada and us and Mexico, I don’t 
know how easily herds move back and forth, but I don’t think they 
worry — they worry a little bit about that, but they’re starting to 
pay more attention to that type of thing. 

I think that’s what we need to do, is to start putting as much 
effort into animal and plant safety in many of these cases as much 
as we are for human safety because you’re right, sir, is that the 
economic impact of this would be tremendous if say there was a 
significant cattle problem and look what happened in the U.K. 
That was a lot of people who suffered a lot from that particular 
event. 

Mr. Moore. Others? Dr. Kendall. 

Dr. Kendall. Congressman Moore, thank you for the opportunity 
to comment on this, but to a large degree how we’ve concentrated 
our agriculture, say corn production, cotton production, beef cattle, 
concentration, chickens, other poultry, makes them vulnerable and 
easily attacked. Therefore, the need for surveillance capability, I 
think is critically important now. 

I continue to emphasize we cannot separate ourselves from our 
food supply. The need for fiber and food is critical to our survival 
as well as our monetary health and for that reason I think in- 
creased cooperation between multiple federal agencies, as well as 
our states and regions will be critical as we continue to work 
through these problems and how to detect them early. 
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Mr. Moore. And let me just ask one additional question which 
may elicit further comment from any of the people who have al- 
ready talked, hut to Mr. Morrissey as well. How are we, right now, 
in terms of readiness, preparedness to deal with this? Are our peo- 
ple protected? What do we need to do to get us there? My uneasy 
feeling is we’re not really close yet. Mayhe I’m wrong, I hope I’m 
wrong. 

Mr. Morrissey. Congressman, if I can touch on the question 
about foreign animal disease first, that’s not our principal focus in 
the Department of Health and Environment. It is a shared respon- 
sibility across a number of agencies and the Department of Animal 
Health, Commissioner Teagarten has that responsibility. They’re 
working toward enacting — they have in place an active statewide 
planning process. They’re working toward an animal identification 
tracking system and they’re now I think looking forward to partici- 
pating in a national effort to better be able to electronically track 
animals for things like BSE and the whole range of concerns. 

I think that’s in the early stages and like the public health sys- 
tem and the health care system, they have the same kinds of prob- 
lems with surge capacity. And in fact, we have some plans, but our 
ability to implement those in a very short time frame is I think 
very limited and those are issues they’re going to continue to strug- 
gle with. 

Mr. Moore. I guess that’s the uneasiness I feel about this and 
I think it’s just an acknowledgement that we still have a ways to 
go, we need to get through. That’s one of the reasons for the hear- 
ing today, Mr. Chairman. As you know, sir, I really appreciate your 
coming in for this, but there are a lot of areas where I think our 
country and our people are still vulnerable. We need to number one 
identify those and find a way to coordinate giving information to 
all the different, the 50 states and homeland security. I know this 
is a huge, huge challenge. So I’m not pointing a finger to anybody. 
I’m saying we’re all in this together. We’ve got to work together 
and I think we’re doing the best job we can right now, but boy, 
we’ve got a ways to go to make sure that our nation is protected 
in the future. Because what we saw as a result of September 11 
was not just the horrible fact of 3,000 plus people died there, but 
there were tremendous economic implications for the rest of the 
Nation after that as well. So it’s a question of lives and our com- 
merce, the airline industry was hurt very, very badly as a result 
of September 11. 

Mr. Chairman, do you yield back? 

Mr. Neugebauer. I think the President’s directive, I think 
they’re calling that Project Bioshield and I think that’s — when we 
talk about multi-disciplinary, I think we’ve got to put the food sup- 
ply into that initiative because it’s equally important. 

One of the things I’d like to hear from some of the first respond- 
ers because you have other folks in the room that probably need 
to hear this, but what are some of the information — we heard a lot 
of you talk about the need for vaccination and equipment and stuff 
like that, but from an informational standpoint where do you feel 
like the information void is that you need today to be on the front 
line, particularly the first responders diagnoses, symptoms, remedi- 
ation? 
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Mr. Mason, I’ll start with you. 

Mr. Mason. For us, the — as the responders you said the word re- 
sponse, basically react. We don’t spend a lot of time in the detec- 
tion and surveillance piece in and of ourselves, we just respond to 
the 911 calls and start tracking those trends — hm, something has 
consistently been going on here — and then we pull in our friends 
in public health in the process. 

Through the exercises we participate in in the county and the 
state, as an example, I think one of the frustrations for the re- 
sponse community isn’t the lack of information from our public 
health community, it’s the speed at which it comes. And that’s just 
a matter of science. It has little to do with problems in commu- 
nicating on the human side. It’s laboratories are few and far be- 
tween. Their ability to do high end analytical work in the State of 
Kansas, I think, is limited to one lab that’s been recently upgraded. 
So that slows the process down in terms of identifying what it is 
that we’re dealing with. Once the identification has occurred, the 
treatment plans and what we can do to respond to that are I think 
pretty well known and very easily disseminated from top to bottom, 
so really, it’s probably more of a time delay in determining what 
it is we’ve dealt with. In terms of my personal frustration in exer- 
cises, thankfully, nothing in the real world has hit us yet. But in 
the exercises, it’s certainly been that delay in what is this thing? 
We’ve got to narrow it down to five possibilities and we can start 
some things, but it certainly is that delay. 

Mr. Neugebauer. And that concerns me, quite honestly. If you’re 
called to a building, for example, this afternoon and people are ei- 
ther sick or you find people that have died in that building, as you 
go into that building, do you have detection equipment that would 
help you begin to identify the environmental conditions of that 
building? 

Mr. Mason. We do. When we’re talking about detection equip- 
ment, it’s a broad spectrum from like the chemical detection 
through the biological detection. The biological detection clearly is 
the one that takes some time to get a true analysis of what goes 
on and we can certainly defer to the experts on exactly what I’m 
referring to here, but we can go in today with monitors that tell 
us if there’s an oxygen deficient atmosphere, if there are certain 
chemical agents, VX, saran and so on and so forth that are part 
of those environments. We can walk in today with those things off 
of the fire trucks which traditionally don’t carry items like that on 
our first response ambulance, but my hazmat medics carry those 
kinds of detection equipment so we can look at the signs and symp- 
toms of patients and do they fit a certain profile for a chemical 
agent. Those kind of are the things, walks like duck, quacks like 
a duck, it’s a duck. Very simple things up front in the chemical en- 
vironment. 

It’s the more incipient biological thing that we’re not going to 
know about. It’s going to be we’re all of a sudden seeing a spike 
in calls and maybe it’s an evocative thing and maybe it’s a more 
rapid food-borne illness that we’re seeing a grouping of people come 
in, but today, I think, going back to just universal precautions. The 
books from the CDC tell you to wash your hands and wear your 
gloves. Our paramedics do that every day. So going into a building 
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today with the detection equipment we have, I feel safe that our 
people are going to go in there. They’re not going to get themselves 
hurt. They’re going to identify the problem and they’re going to 
treat the injuries and give them transport to the hospital. 

It’s again that long-term identification of what is this biological 
piece that we’re dealing with. We can through the grant money, the 
Homeland Security grant money, they bought a nice fancy piece of 
equipment that can tell us today off one of our hazmat trucks is 
it coffee creamer or is it anthrax? They can do a little bit of that 
stuff in the field now which is nice. So we’re making some of these 
technological advances to give to that rapid assessment of what the 
problem may be, so we’re getting there in terms of biological, but 
I think there’s still a lot more needs to be done and I’m very in- 
trigued with this VIPER system that I’m hearing about. 

Mr. Neugebauer. I was going to say so. Dr. Kendall, if Mr. 
Mason calls you and has a reading on this device and he’s got a 
five story building or a warehouse or something like that, what 
kinds of information could you give him back to help his first re- 
sponders? 

Dr. Kendall. First of all, there would need to be structure in a 
way that we would need the relevant data on atmospheric condi- 
tions or humidity, etc., so we can get a better feel, if it’s in a build- 
ing, outside of a building, how materials may move or flow. 

Once you get into the biological area, that gets into — we can do 
quick analyses on chemicals. A lot of the real time chemical prob- 
lems, the equipment right in our building we can do it. It’s the 
biologicals as Mr. Mason mentioned, that require a little bit more 
screening. Although we can get it down to certain, at least certain 
potential areas. 

I think one of the — I was just sitting here thinking. Congress- 
man, but one of the areas that I think we’re underestimating is 
we’re talking about whether anthrax or botulism and so on, we 
know a good bit about them, relatively speaking. It’s the techniques 
and current technologies of molecular biology, we’re going to prob- 
ably be seeing in the future genetically engineered organisms that 
we don’t necessarily have the technology yet to deal with and I 
think our techniques in the future are going to have to be robust, 
they’re going to have to be encompassing and at least get them in- 
formation: is this an acute toxin or a chronic toxin or whatever 
else? And so that’s a challenging area. We don’t have as quick a 
response capability as I would like to see, but this is what I’m say- 
ing. We need to develop further techniques to at least get the first 
responders the information on just how hazardous is this. Subse- 
quently, of course, we can be seeing the human health effects if 
they aren’t adequately prepared. 

Mr. Neugebauer. Ms. Kent? 

Ms. Kent. Yes, I just wanted to say on the biological agents and 
referring back to my testimony, this is where having lab surge ca- 
pacity that we can really get quick results and that is where epide- 
miology is critical, where we really are getting on it right away and 
following up and who has had contact with whom, but laboratory 
surge capacity will be critical in these biological events. 

Mr. Neugebauer. I yield back. 
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Mr. Moore. Thank you, Mr. Chairman. A couple of questions 
and I’ll throw them out to anybody who feels they have something 
they want to contribute, I’d like to hear from you. 

One, I guess is, with response, and the Chairman asked this ear- 
lier, kind of as a collateral question here about the VIPER system 
or somebody mentioned the VIPER system, I guess, Mr. Mason did. 
So it sounded like a great system. 

Are there efforts to find out where a state has come upon some- 
thing that really may benefit the other 49 states to distribute that 
information to make sure that not just Texas has it? That’s one 
question I have. 

Another question and this is an uneasy feeling again and I hope 
you can say well, that shouldn’t be a concern, you don’t have to 
worry about that. I have walked past on sidewalks in Washington, 
D.C. and the same thing here, huge buildings where several hun- 
dred or a thousand people work and I’ve seen not far from the side- 
walk this huge air intake and I just wonder what would happen 
if somebody were to put a biological agent in there that would be 
distributed through the air ventilation system throughout the 
building. 

Are we dealing with anything like that? Is that just science fic- 
tion or is that something that really could be damaging to people? 

Mr. Turner. 

Mr. Turner. I don’t know that we are dealing with that and 
some of these opportunities that terrorists would have are so scary 
that you don’t even want to mention them on record because there 
are so many opportunities. 

Mr. Moore. I guarantee you, if we thought about it, they have 
too. 

Mr. Turner. I know. As I mentioned in my testimony, one of our 
concerns that we have, even at this facility is if our inability to iso- 
late air duct systems, those systems that would just spread it 
throughout the hospital, so we could be really good at what we’re 
doing even in the emergency department, but it then infiltrates the 
whole hospital. So I don’t see from a public facility standpoint that 
we are doing anything to address that and it is something to be 
concerned about. 

Mr. Morrissey. Congressman, we have done statewide threat as- 
sessments, now in the second version we’re into, in looking at that 
and I think it’s as indicated, safe to say that we have a lot of build- 
ings that are vulnerable in a variety of ways and the process of re- 
engineering those is probably overwhelming in a number of cases, 
not just from the situation you describe, but even from protecting 
them from explosive attack. I think it’s a big problem and I sure 
don’t have an answer. 

Mr. Moore. I’m sure, Mr. Schable has an answer. 

Mr. Schable. Well, we have, obviously, that is something, sir, 
that we have looked at. Since Mr. Turner is sitting next to me, 
we’ll use his hospital as an example. I mean the air intakes usually 
do not blow directly into the hospital without some type of filtra- 
tion system embedded in them. They’re not HEPA filters which 
would filter all organisms, but there are things in there that would 
substantially reduce the amount of particles that do make it 
through. 
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But as Mr. Morrissey said, to re-engineer these types of buildings 
so that air intakes would truly get rid of all biological agents as 
they go through it would be an astronomical cost. We have thought 
about that and there’s no clear answer for that, sir. 

Dr. Kendall. As far as I’m concerned, it was just a few years 
ago when Admiral Zumwalt approached us with this question and 
concern. And look at us today. It’s every day. It’s meetings, it’s on 
the evening news. We need to be ready and no, we aren’t ready. 
We’re getting ready. And those air ventilation systems are vulner- 
able and it depends on what substance you’re using, how you’re ap- 
plying it. 

So at this point, with all this great nation has done, putting a 
man on the moon, all our great technology, this is one that we need 
to drop back, evaluate exactly what we need to get ready and I 
think with first responders, they’re critical to us, but they need 
technology and information. And so we’ve got to figure out how to 
make that transfer across lines very easily. And so it may be under 
a biological attack, it may be Texas or it may be California that 
gets the answer for Kansas to address it. That’s the kind of tech- 
nology and information sharing we’re going to have to implement. 

But I wanted to say. Congressman Neugebauer did invite people 
to come to our University. I want to formally say we support our 
Congressman greatly. He is a great friend of our District and our 
University. And I welcome everybody to come and see how we 
would walk through this challenge. And you give us the challenge. 
You give us the weapon. You give us the scenario. We’ve done it 
for our leaders in the state. You come and we will talk to you and 
perhaps Kansas, working with Texas, and Oklahoma and so on, we 
start building regional expertise and information-sharing. 

And I fundamentally believe we can’t expect to deal with this 
necessarily from Washington, D.C. We’re going to have to be deal- 
ing with it right in our regions and our states and in our commu- 
nities ultimately. 

Mr. Moore. And I’m not saying that. The Federal Government 
certainly does not have all the answers, certainly not. And if Texas 
has developed a model program, I just want to share in that infor- 
mation and not just stay down in Texas and I don’t know yet if 
that’s happening and I’m not sure that it’s your responsibility to 
make sure that information gets out to 49 other states, but I’d sure 
like to see somewhere in the Federal Government, the Federal Gov- 
ernment identifying model programs that work well and distribute 
that information, coordinate that information with other states. 
That was my comment. 

Mr. Neugebauer. I think that’s a great point and certainly if 
we’re going to put research dollars into it, we talked about that 
limited supply, information sharing. 

And I’m glad the gentleman moved into the building environ- 
ment. I think we’ve got detection and you’ve got containment and 
mediation. I think this is the next piece of the puzzle. Building de- 
sign, I mean, we — I know we have in West Texas and in Kansas 
we’ve got places where people can go for tornados and we’ve got 
designated areas in buildings for people to go for those events. 

Mr. Moore. We have basements. 
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Mr. Neugebauer. We have those too. I think the next part of 
that, our state and our federal officials have to start thinking about 
is where is the best place in a building to go. Instead of smoke de- 
tectors now, do we have environmental detectors and what kind of 
mediation could we provide people early in and also in contain- 
ment? I just would open up for the panel, your thoughts and things 
that you see going on and what — or is there anything going on? 

Mr. Mason. Mr. Chairman, we presently on the local level, usu- 
ally we have in place already to a certain degree until new tech- 
nologies push us in another direction, and that’s following existing 
shelter in place programs that have been in place for a number of 
years developed around communities where significant hazardous 
materials risk is involved. If there was a release at chemical plant 
X, that community had plans in place to shelter. Create a safe 
haven within your home or work place that kind of shuts yourself 
off from the outside air, so on and so forth. 

So that’s a program that we still profess on a very regular basis 
in Johnson County. There can be, again, much more — utilizing 
some of the things Dr. Kendall has mentioned, many more ad- 
vances made in terms of detection and providing — you read my 
mind, is there going to be a chemical detector and bio detector to 
sit next to our smoke detector in the house? 

Mr. Neugebauer. Exactly. 

Mr. Mason. Some day, I guess that’s going to be here. I think 
a thing that we face again as an emergency response community 
is the grant money came out and so did all the snake oil salesmen. 
And everybody but Ronco has come forth with the biodetector kit 
and we need people like Dr. Kendall and his institution of higher 
learning to tell us and establish the best practices, to run these 
things through the paces and tell us that no, this thing here is best 
used as a paperweight. This item here is a good piece of detection 
equipment for first responders. We need facilities like his to do that 
work for us. 

Mr. Morrissey. Mr. Chairman, I think from a state perspective, 
as indicated, we’re following now the federal recommendations that 
are not new, that are basic about shelter in place and do other 
things. I think that’s not an area that we focused on. 

I think one of the big concerns about bio detection systems, gen- 
erally, is and it’s very important again, I think for the smaller, 
more rural states is what do you do when the alarm goes off? And 
in fact, do we have the resources to allocate and do we know what 
resources it takes? We’ve touched on the difficulties here with 
screening. How do you handle the number of false positives that 
get generated out of some of those systems? 

I don’t think we have answers for that, but I think those are very 
real concerns from a national perspective before we get to making 
significant commitments to particular systems. 

Mr. SCHABLE. Mr. Chairman, it’s interesting what we’ve been 
talking about here because historically CDC, health departments in 
the state and the counties work on human beings and all of a sud- 
den now we’re being tasked more and more with environmental 
microbiology, that is, we at CDC don’t do much of that. We are cer- 
tainly embarking on a lot more of that in these detection systems, 
that is, how can we help the first responders. As he has said, many 



88 


of the tools out there, you might as well just flip a coin whether 
or not the answer is correct or not. We are working on — the Na- 
tional Institutes of Health has put significant research funds out 
the door to many different groups who wish to apply for these types 
of grants to work on environmental microbiology. 

We can detect almost anything in a human being very quickly, 
but trying to detect whether or not there might be anthrax in a 
dust bunny sitting over there — it may sound simple, but it’s not so 
simple, sir. 

Mr. Moore. Thank you, Mr. Chairman. That kind of was my un- 
easy feeling and has been since September 11, actually. The Fed- 
eral Government will probably do a pretty decent job of protecting 
our nation from the nuclear strike, probably. And that chemical 
contamination is going to be fairly readily discernible and we can 
probably deal with that, but where we’re really behind the eight 
ball and behind the curve is on bioterrorism and really trying to 
recognize when it’s happened and it may take sometimes hours or 
days before we really know, and then preventing it. And we’ve 
talked about a couple of areas already. 

I want to ask Dr. Kendall a question, if I can, please. In your 
written testimony. Dr. Kendall, there were indications that the 
University of Kansas and Kansas State are participants in the na- 
tional consortia for countermeasures to biological and chemical 
threats and that the University of Kansas is a collaborator with the 
Zumwalt Program which you mention in your testimony. Dr. Ken- 
dall. 

What are the Kansas universities’ roles in these programs? Are 
there other ways that you think institutions in Kansas or around 
the country could be working together? 

Dr. Kendall. I appreciate you mentioning that point. As I ear- 
lier testified, the national consortium was developed originally with 
the University of Texas at Austin, University of South Florida and 
our program, called the National Consortium for Countermeasures 
to Biological and Chemical Threats. And we received our first fund- 
ing from Congress in the year 2000 after discussions in 1999. That 
entity has been operational since the first funding was received in 
2000. 

In just this past year, the expansion and to other universities, 
and in fact, 17 universities are a part of the consortium now. We 
had last May, our meeting in Texas, I hosted it at Texas Tech and 
Kansas representatives were there. Unfortunately, we didn’t have 
an expansion in research funding at that time. However, there are 
discussions as to collaborative projects and other places in which 
we could share resources. And in fact, in just two weeks, we will 
be meeting in Florida. They’re hosting this event this year and 
we — and so we will have consortium members from most of the 
universities including our program. And we intend to with the new 
presidential directive and the great expansion of interest in bioter- 
rorism, to forge out some new proposals and ideas to leverage this 
knowledge into operational platforms that can help people save 
lives and protect property. 

So they are in the dialogue and they are welcome and we intend 
to reach out and embrace them for collaborative research and also 
education. 



89 


Mr. Moore. Thank you. Mr. Chairman? 

Mr. Neugebauer. What I was going to say and I know that I 
have a few more questions and the gentleman does also. I don’t 
know what your time schedules are for airplanes and stuff. So if 
a Panel Member feels that they need to go take care of a little 
thing like airplane reservation or has one, feel free to excuse your- 
self, but in fact, we have you all together here and I think this is 
an excellent opportunity for dialogue and we’ll continue a little 
longer here, but I do want to be sensitive to anybody that has any. 

One of the things that is — I’ve heard the comment made in com- 
munications and in planning at the regional and local level and 
statewide level and the — obviously the states are disseminating a 
lot of the money from homeland security for many of these initia- 
tives, but do you feel like everybody is being included and every- 
body is at the table that we need at a planning level or are there 
some people being left out? What’s your sense of that, Mr. Turner? 

Mr. Turner. I think regionally since 9/11 the people that need 
to be at the table are at the table. If you ask me does every one 
of a particular discipline, do they feel they’re at the table? Probably 
not, but I think that discipline has been represented at the table. 

We still have this — there’s still a certain amount of independence 
with all of our entities and a concern of mine is that while we’re 
at the table and realize what we need to do, we know we need bet- 
ter information systems and everybody has their idea about which 
information system is the best for their hospital or organization, I 
think it’s important that the government not get into mandating 
what information system is out there, but that whatever systems 
are out there, they need to be able to speak to each other. 

We’re going to go with Corner. Someone else is going to go with 
McKesson. We need to make sure that on top of everything, they’re 
able to speak, but I do believe that regionally the players are at 
the table. 

Mr. Moore. I think you make a good point there and I think it’s 
working with CDC, making sure multiple platforms, making sure 
when the information gets to the CDC, it’s in a readable form. It’s 
kind of like exporting a spreadsheet. You may have a different 
spreadsheet program that you may need to make sure that what- 
ever spreadsheet you send, the person on the other end is able to 
open that spreadsheet. And so I think as we disseminate that infor- 
mation, do you feel like in the private sector, in the companies that 
are helping provide that technology are they at the table right now 
with us and are they in the loop? Are they listening to the needs 
and some of the challenges? 

Mr. Turner. Some other folks might be able to speak to this 
more factually than me. I don’t see a lot of emphasis when we get 
with the private sector on bioterrorism. I do see it g:etting a lot of 
information that helps us with taking care of our patients, dissemi- 
nating that information, but I don’t see a lot of talk about doing 
it for the purpose of addressing bioterrorism, but others might 
know better than me. 

Mr. Morrissey. Mr. Chairman, I think that may be because the 
focus has perhaps been at the state and federal level and with uni- 
versities and research in terms of the development process and cer- 
tainly there’s been significant private sector involvement in devel- 
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oping the products that facilitate planning, communications, a 
whole range of areas. 

I touched on in my testimony, the Governor’s concern about the 
initial question that you raised and she literally upon taking office 
started asking questions about how homeland security efforts were 
being coordinated and was everyone at the table and how is that 
done. And as a result of that discussion, formed a new body whose 
focus was to give an overarching view to the various elements of 
both the bioterrorism program and for us at the state level, inte- 
grating that homeland security effort into the ongoing emergency 
response, and existing emergency response capability that was 
there. 

The Kansas Division of Emergency Management has primary re- 
sponsibility for emergency response under state law. We’ve always 
had a close relationship with them related to disaster response. It 
got significantly greater with the advent of the bioterrorism fund- 
ing and development of those programs and so I think yes, we have 
those folks at the table, but as you said, is there someone out there 
who feels differently. I’m sure there are. 

One of the problems has been just getting to it all and we talked 
about food security, a number of issues that we agree are a high 
priority. We don’t have as much work done on them yet at this 
point. 

Mr. Neugebauer. And I think that brings up a point that I want 
to make and the way I feel and I want to encourage all of us to, 
as we move forward in this, in Congress and the Administration 
and the people out in the field and in the research and in the pri- 
vate sector is we don’t have a lot of time to work on just one thing 
at a time. We really have got to be working on this issue in a 
multi-disciplined way. We need to bring the private sector in. We 
need to start talking about designing buildings and ventilation sys- 
tems for future buildings. 

We know the retrofit cost would be phenomenal, but the problem 
is if we wait two, three, four or five more years before we really 
determine what’s the best way to do that, we’ve got three, four, five 
years of buildings that don’t have the capability. The problem with 
not addressing feed lot contamination or animal contamination, if 
we wait, two, three, four or five years, we’ve got that many more 
years of opportunity there, so I think what we have to begin to do 
is identify where, who’s doing what and begin to develop some 
niches and some specialties and have different groups working on 
that rather than all of us trying to work on one particular issue 
at a time. I think in order to commercialize that, which is the ulti- 
mate goal here is that with research and any of those kind of 
things that we’re learning is quickly getting them commercialized 
and in a format that everybody understands so that we can share 
that information and make sure that our information systems are 
talking to each other. So I think as we move forward and we want 
to talk to people, certainly encourage the Administration that we’ve 
got to really do this on a broad basis. 

Mr. Moore. Can I just add something? 

Mr. Neugebauer. Sure. 

Mr. Moore. I think the Chairman has made an excellent point. 
We need to multi-task here and you know, we live in a free society 
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and an open society and we think this is the greatest country in 
the whole world and it is. We value and love the freedom and open- 
ness of our society. But it’s those very things that make us vulner- 
able, make our nation vulnerable. 

And we need to find ways, I guess, to work together and this 
should not be — it’s not partisan at all. It’s not about Republicans 
and Democrats, it’s about Americans and working together to pro- 
tect our nation and our people. And we’ve talked about the food 
supply. We’ve talked about biological agents that can get into the 
food supply or air. We’ve talked about — we haven’t talked about 
huge containers that come into the ports around our country that 
could have a dirty bomb. And we make an effort to inspect some 
of those containers, but boy. I’ll guarantee you, there’s just thou- 
sands of them that really don’t get inspected is my understanding. 

And we haven’t even mentioned here, and this wasn’t the point 
of this, but as a nation, it’s part of the threat of terrorism against 
our country. We used to get up every morning before September 11 
and turn on the television and drink a cup of coffee and watch TV 
and read about or see on television a report of some horrible sui- 
cide bombing in the Middle East or some terrorist incident in Eu- 
rope and we thought well, that never happens here at least, but we 
found out on September 11, we’re part of the real world and we do 
have to be prepared for that because the Chairman and I were 
talking before we started here and we can take all the steps that 
we can imagine which would cost millions and billions of dollars 
and yet still not be able to protect everybody because somebody 
tried to assassinate and shot President Reagan several years ago 
with the best security protection in the country. If somebody is 
willing to give up their life, there’s a good chance that they’re going 
to be able to hurt some people and I’m just amazed that we haven’t 
seen the suicide bombings that we see in the Middle East happen 
here because there are demented people there and there are some 
demented people in this country as well. And it would just be trag- 
ically easy for something like that to happen. 

And I’m not trying to spread any ideas to anybody, but as we 
said before if we’ve thought about it, I guarantee you people around 
this world have thought about it as well and I’m really glad, Mr. 
Chairman, that you were willing to come here today because we 
need — I guess the one other area I want to identify and ask a ques- 
tion about and just throw this out. 

We’ve talked about coordination of information and ways to pro- 
tect our country. And I still have this uneasy feeling, again, it’s not 
critical of anybody because it’s such a huge task. It’s just going to 
take time for us to develop the ways to do this, but coordination 
of information and spreading information like this VIPER program. 
I’m sure there are other great programs in other states and I just 
question or wonder if this information is getting around to the 
other states so they can look at implementing similar programs in 
their states. 

What I don’t want to happen is just one or two states develop 
great programs and the rest of the country not hear about it and 
I think that would be a good responsibility of the Department of 
Homeland Security, for example, to disseminate that information 
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around and make sure everybody has access to it, so if they want 
to develop a similar program, they have that opportunity. 

Mr. Neugebauer. And I think that as I read the President’s 
press release, I think that is part of the initiative here is to make 
sure that there is coordination because as Mr. Moore and I have 
observed first hand sometimes we’re appropriating money in dif- 
ferent areas and sometimes for the same cause without — not a lot 
of coordination going on. And we’re at a time in our country, one, 
that’s not the right public policy, but secondly, we’re at a time in 
our country where we’re watching what we’re spending and we 
need to spend it wisely and so we do need that coordination to go 
on. 

Mr. Moore, I always like to ask the panel — because they’re the 
experts and you and I are here to listen — when are they going to 
ask this question and we never asked that question and we leave 
here not really hearing some information that we needed to hear 
and certainly we have your testimony and opening statement. 

But was there in this dialogue, did it spur a question that we 
should have asked that you would like to bring up or a point 
that 

Mr. Morrissey. Mr. Chairman, it’s not a point. It’s one that’s 
been raised a couple of times, but I think it’s worth noting. In the 
issue of information exchange and technology transfer, an appro- 
priate federal role and that is one that I think CDC has taken a 
lead in and that is standard setting. 

It’s been raised, noted a couple of times. The issue is not you 
should pick up the system we’re using or translate it, but that we 
can all develop systems that can communicate based upon federal 
standards that are defined and achievable in the public health in- 
formation network that Mr. Schable mentioned is down the road in 
attempting to organize public health information systems, to be 
able to do that. I know there are other standards around and it 
seems to me from a federal perspective in the area we’re talking 
about, that has to be a critical basic function. How do we assure 
that all of these systems are going to be able to link up? 

Mr. Neugebauer. I think it’s a good point. Any 

Ms. Kent. I would have to say I concur with that because at the 
local level we’re looking at spending money. We want to be sure 
that we spend it on something that’s going to be compatible with 
neighboring counties and neighboring states and I think the Fed- 
eral Government does have a role in being sure to help with those 
standards so that the money we’re spending is very well spent and 
that we can all be talking to each other and understanding what 
is going on. And I think that’s true in terms of communication 
technology also in terms of radios and all of that type of thing. 

Mr. Neugebauer. Mr. Schable, could you enlighten us, maybe 
what’s going on at the federal level to address that? 

Mr. Schable. Well, as I mentioned, what’s called PHIN, Public 
Health Information Network, is a large program trying to bring 
some order to all of these surveillance systems, if you will. I mean 
CDC, historically, asks the state and local health departments for 
data to come in. I mean many, I don’t know. I’m not exactly sure 
how many data streams the State of Kansas has and the State of 
Texas has to CDC, but I’m sure it’s a lot. It would be nice if all 
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of those data streams all from a computer networking capability 
were all able to talk to each other and if the State of Kansas want- 
ed to share a piece of information with the State of Texas, someone 
could just hit a submit button instead of when sometimes the data 
shows up at the other state, it’s completely garbled because some- 
body didn’t use the same DL7 code or — I’m not a computer expert, 
but I mean that’s one of the things we’re trying to do is make some 
kind of sense and order out of these hundreds and hundreds of 
data streams that are coming in and it almost sounds easy, but 
that’s another major task is to try to get these things so that all 
of the extant data streams which might not work which are very 
important and have to be changed over so that they do work. 

We don’t want to tell the State of Texas or the State of Kansas 
in half of your data systems you’re going to have to go out and hire 
10 more people just to reprogram everything you’ve got, then that 
would be disaster. 

What we need to do at the federal level is to come up with some- 
thing that can take a data stream that’s not perfect and mold it 
over into a thin compliant system so that we have something that 
people can look at data quickly, can share data very quickly. 

Mr. Turner. I agree with everything that’s been said about the 
information. I also would like for us not to forget the basics and 
that is that we provide funding for CDC or whomever to make sure 
that we’re able to quickly produce the antibiotics, the vaccinations 
that we need locally to take care of at least a 72-hour period of 
need. 

Mr. Moore. May I ask a question, Mr. Chairman? My question, 
and I don’t know who to ask this to, I suspect it may be here and 
Dr. Kendall or Mr. Morrissey, but are all the players at the table, 
all the interested stakeholders, the parties, for example, pharma- 
ceutical companies and you just mentioned vaccines, if they can be 
manufactured, developed quickly enough. Is there a stockpile large 
enough to handle those? When people are sick and go into a drug- 
store, is there a way to monitor what’s happening there in terms 
of what kind of medications they may be getting to treat certain 
symptoms and which may — they may not even go to a — I suppose 
they’re going to go to a doctor, but maybe they don’t even know 
what they have. 

What are we doing to, what are we doing to determine if people 
are, go to a doctor and then they’re prescribed a medication, they 
end up at the drug store and they buy a prescription and maybe 
they’ve been correctly diagnosed, maybe not, but is there a way 
that we can look at patterns there? I’ve heard about some software 
and I think Cerner’s, I’ve been out to Corner once or twice and 
they’ve talked about a software program they have to try to mon- 
itor that. 

Mr. Turner or Mr. Schable or anybody, Mr. Morrissey, can you 
comment on that and what we’re doing there? 

Mr. Schable. Several of the departments. Health and Human 
Services, Homeland Security, there are what are called require- 
ments committees in which what we do, along with the NIH, 
they’re there, we look at what is, what do we think is required in 
the future for the level of do you need this vaccine or that vaccine 
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or this antibiotic or that antibiotic? What does the Nation need in 
the strategic national stockpile that CDC runs? 

And so there are groups of high experts that try to sit down and 
think what is important, what needs to be done? Do we have 
enough of this drug or that drug? A pharmaceutical company isn’t 
going to make a drug that no one is ever going to use, so we have 
to tell them this is something that’s important. We think it needs 
to be in the stockpile. And that information then is given to the 
pharmaceutical companies. So we are working at that level. 

But what you just mentioned, sir, is that the issue of would it 
be nice to know, because a lot of people when they get sick don’t 
even go to the doctor. Unfortunately, there are a lot of 
marginalized individuals who cannot afford health care, barely can 
afford to go buy some aspirin at a discount super store. And so is 
there a way to monitor the amounts of the drugs sold? And CDC 
is embarking on a biosurveillance initiative, we call our bio intel- 
ligence center in which we are trying to put that data together, not 
only pharmaceutical data, laboratory data, data on emergency room 
admissions. This is just the start. We’re just getting ready to do 
this because, obviously, in the same issue would be of data moni- 
toring. All of these people are using different types of data sets, 
plus when, can you imagine the amount of drugs that are sold on 
a daily basis in the United States, when that came to the CDC, you 
would have a huge database. Someone has to write computer soft- 
ware that says when something happens, a red flag goes off so 
someone — no one person could monitor all of that. It would have 
to be the computers. But the computer program has to say you bet- 
ter look in Kansas City, because all of a sudden everybody is start- 
ing to buy some type of antibacterial drug or some type of some- 
thing to monitor upper respiratory infections. That could be a key. 
And so we are just now embarking on doing that and we’re moving 
down that path. 

Mr. Neugebauer. Dr. Kendall. 

Dr. Kendall. I think at it though with the drug companies, they 
are probably going to need to be encouraged because it takes so 
much money to develop a new product and bring it to the market 
these days. And I think this is going to be an area that’s g:oing to 
be very important to us and perhaps that may be something the 
Science Committee could consider, how to encourage new drug re- 
search, that may not be immediately needed, but would set the 
platform to be able to deal with these kind of ultimately potentially 
terrorist threats. 

But Mr. Chairman, I was just thinking here, if I could have one 
more minute just to speak. I was just thinking about your comment 
about many years ago and the nuclear threat to the country. And 
I can think about when I was a child the Cuban Missile Crisis and 
how that challenged this country and its backbone. And I look at 
what we did as a nation and then in my lifetime we have seen the 
Cold War diminish to a great degree. We’ve seen the Berlin Wall 
fall. We’ve seen an enormous increase and our presence relative to 
challenging and being able to take on the nuclear threat. 

At this point we have a new challenge, biological terrorism. It’s 
more difficult to target it. It’s more difficult to follow it and it’s 
more difficult to even tell where it is at any given time. So I think 
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both of you are to be complimented for holding this meeting and 
hopefully many other meetings in the future because we as a na- 
tion are getting ready and we’re not ready. We’re beginning to get 
ready. And technologies are emerging and we have a wonderful op- 
portunity to transfer information and to work together, but this re- 
minds me of back in the ’60s and beginning to think about the nu- 
clear threat. 

Indeed, gentlemen, this country will respond. I’m convinced. And 
it’s going to take leadership from leaders like you to bring us to- 
gether, challenge us as did Admiral Zumwalt did me years ago. 
And then I think the technology, the capabilities, the universities, 
the health responders will work together and we will make this na- 
tion stronger and safer. 

Mr. Neugebauer. I want to thank this panel. I think we’ve had 
a great discussion here today, good questions. I encourage you if 
you have any follow-up information that you want to provide to the 
Committee to do so and we will put that in as part of the record. 

You can’t have a hearing like that without the help of a lot of 
folks and certainly, Mr. Turner, we want to thank you and your 
staff for providing this facility for us. I want to thank Jimmy 
Hague and Elizabeth Grossman, and Sarah Matz from my office 
and I know Marsha Shasteen and then Jana Denning. Jana, thank 
you for your help and then Jill deVries. Jill, thank you for your 
help in making this possible. 

In closing, I would just like to say that this is a very important 
issue in our country and it’s going to be more and more important 
every day as we fight this front and this is a front that we’re not 
just fighting in Iraq and Afghanistan and other parts around the 
world. This is unfortunately — the battleground is, has been brought 
and could be brought to our homeland. So we want to continue to 
work with you. We’re relying on you to challenge us and to keep 
us moving in a direction that protects our citizens. As I’ve said, I 
was very fortunate the first 54 years of my life. I didn’t have to live 
a fearful life in my own country. And I don’t intend for my children 
or your children or grandchildren and my grandchildren have to 
live a fearful life in their own country. 

It’s going to be a challenge, but you know that’s the great thing 
about America is when we’re challenged, that seems to be when we 
do our very best work. And so I’m going to thank all of you for 
being here and thank you for your attendance and your participa- 
tion today. 

Mr. Moore. May I make a quick closing statement as well? I 
really appreciate the statement that the Chairman just made here 
because he’s talking about what a challenge we have in the future, 
but that we as a nation do rise to the challenge and I appreciate 
the comments by Dr. Kendall and all of you for being here today 
because I think we’ve had a good discussion about some of the chal- 
lenges. 

I had to smile because he said. Dr. Kendall said, when he was 
a boy we would have these air raid drills or nuclear drills or some- 
thing where you would put your head down on your desk and put 
your hand over the back of your neck as if that’s going to protect 
from a bomb, you know? And now we’re sort of talking about little 



96 


masks and duct tape and that’s probably not going to protect us 
from some of the things we need protected against as well. 

We are at the front of the challenge here, but I’m absolutely con- 
fident as the Chairman indicated, as Dr. Kendall and you all have 
indicated, that we can meet this challenge as a nation and protect 
our people in the future and we just have a lot to learn here. And 
I think we, in the last two and a half years, have begun to scratch 
the surface about how much we have to learn, but I’m absolutely 
confident that we can do it. So thank all of you, and Mr. Chairman, 
thank you especially for convening this hearing. 

Mr. Neugebauer. Thank you. We’re adjourned. 

[Whereupon, at 11:30 a.m., the hearing was concluded.] 
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Introduction 

Thank you. Chairman Neugebauer and Representative Moore, for providing me 
the opportunity to testify on Bioterrorism Preparedness efforts in the Kansas City 
Metropolitan Area. My name is Scott Voss and I serve as the Public Health Emer- 
gency Coordinator for the Johnson County, Kansas Health Department. Johnson 
County, Kansas is situated on the border between Kansas and Missouri. With an 
estimated 2004 population of 495,788, Johnson County represents more than 25 per- 
cent of the total population of the Kansas City Metropolitan Statistical Area. 

Additionally, I serve as the Co-Chair of the Public Health Emergency Sub- 
committee of the Kansas City Regional Homeland Security Coordinating Committee. 
This objective of the Public Health Emergency Subcommittee is to regionalize all 
public health emergency activities, within the Kansas City Metropolitan Area. I also 
serve as the Chairman of the Epidemiology Section of the Kansas Public Health As- 
sociation. 

You have had a chance to hear from my colleague from the Lawrence-Douglas 
County Health Department, Ms. Kay Kent, regarding the interaction of local public 
health with State and federal agencies during a response to a public health crisis. 
Her testimony was appropriate and true. However, Douglas County is not part of 
the Kansas City Metropolitan Statistical Area. Therefore, Ms. Kent could not pro- 
vide you with a perspective on the efforts that local public health has undertaken 
within the Kansas City Metropolitan Area and specifically within Johnson County 
Kansas. My testimony will provide you with that information. 

Issues Confronting a Bi-State Multi-Jurisdictional Region 

Local public health agencies in the Kansas City metropolitan area are faced with 
a relatively unique challenge. As with many other local public health agencies, we 
must coordinate our plans and responses with other local public health agencies 
from neighboring jurisdictions. This can be a relatively easy task, when both agen- 
cies are receiving guidance from the same state health department. However, here 
we are confronted with a situation where we must work with health departments 
that receive their guidance from a different state health department. While the 
overall goal of the local health departments is the same, the specific guidance and 
timelines we have been given differ. 

To address this issue, the local public health agencies have formed the Public 
Health Emergency Subcommittee. This committee, which was formed under the 
Kansas City Metropolitan’s Regional Homeland Security Coordinating Committee, 
was created to provide a forum from which local public health agencies could meet 
and work through these bi-state challenges. The subcommittee has developed work- 
ing groups to address the following; Quarantine and Isolation, Epidemiology and 
Surveillance, the Strategic National Stockpile, Training and Exercises, and Plan- 
ning. Together, this subcommittee has fostered a spirit of cooperation between all 
of the participating agencies and has resulted in many regionalized public health 
decisions. 

Early Detection Systems 

Here is Johnson County we are currently implementing three syndromic surveil- 
lance systems for the early detection of bioterrorism or public health emergencies. 
These systems respectively look at school absenteeism, emergency department data, 
and 9-1-1 emergency call data. 
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The first system was designed to monitor the rate of absenteeism in our public 
schools. Over the past several years, our department has worked closely with the 
school nurses responsible for the 153 public schools in Johnson County. Together, 
we have implemented a system, which collected information on the number of chil- 
dren absent each day and the type of illness they were experiencing. Through care- 
ful analysis of this system and review of scientific literature on school based absen- 
teeism surveillance, it was determined that this system was of little benefit. As of 
this year, we have altered this system to only collect information from the schools 
when total school absenteeism reaches 15 percent. We have included a notification 
when the absenteeism increases by five percent of the total student population in 
one day. We are currently testing this system to determine its functionality. 

The second system relies on information collected at emergency departments. We 
have identified two hospitals, within Johnson County, to be sentinel syndromic sur- 
veillance sites. Working with the infection control nurses at each of these hospitals, 
we identified the specific indicators of a possible bioterrorism event, as they would 
be recorded in the hospitals. Each day we receive a report from the infection control 
nurses with the data from the previous day. Currently there is no mechanism for 
the collection and dissemination of this data on the weekends, so the data from the 
weekend is transmitted to us on Monday morning. This is a very simple form of hos- 
pital based syndromic surveillance. We are currently investigating other methods of 
real time hospital data surveillance. 

This system utilizes a product called FirstWatch®, developed by Stout Solutions, 
to monitor 9-1-1 emergency medical service calls. We worked with Med-Act (the 
Johnson County EMS), Johnson County Emergency Communications, the Health 
Departments in Kansas City, Missouri and Sedgewick County, Kansas and Stout 
Solutions determine the specific call types to monitor. Once this was established the 
system began the silent monitoring of call activity within our county. When it de- 
tects a significant increase in call volume, an alert is sent to the e-mail and pagers 
of a select group of responders. We are currently working to launch regional compo- 
nent of this system that would allow for a regional view of this data. 

The FirstWatch® system is a relatively new component to our disease surveil- 
lance arsenal. We are continually working with the company to identify areas for 
enhancement of our system and to tune our current system capabilities. Although 
this system has not yet provided early warning for a disease event in our county, 
it has done so in other jurisdictions. In 2003, this same system installed in Tulsa, 
Oklahoma and Richmond, Virginia provided an early warning to public health of the 
arrival of influenza in their communities. With proper calibration of this system and 
vigilance, this system has much promise in providing similar results here. 

Mass Prophylaxis Management systems 

During a bioterrorism event, it is likely that the public will require medications 
in order to prevent contracting the disease. The Strategic National Stockpile pro- 
vides the medications for the mass prophyleixis of the public. To perform the mass 
prophylaxis on the local level, we will establish clinics throughout our county, often 
in sites not normally used for health care services. These clinics must be operational 
in a just a few hours and provide treatment for, potentially, thousands of victims 
over a few days. 

The primary staff at the clinics will be volunteers, although key members of the 
public health departments and government agencies will provide direction and over- 
sight. A number of initiatives are under way in the Kansas City area to improve 
the availability of trained health care professionals. In fact, the Mid-America Med- 
ical Reserve Corps has identified the SNS deployment as one of the primary volun- 
teer needs in our area and will begin active recruitment later this month. However, 
many health care professionals that volunteer may be required to provide for the 
normal care and treatment of patients in hospitals, physician offices and other 
health care settings. The competition for health care professionals will likely reduce 
the availability of qualified personnel at the clinics. 

The operating efficiency of a clinic will be largely determined by the availability 
of key health care professionals to perform critical knowledge-based decisions, in- 
cluding health assessments and medication dispensing. If there are not sufficient 
personnel to make the decisions, the clinic efficiency and effectiveness will be re- 
duced. This problem has been recognized at exercises held here in the Kansas City 
area and at other locations throughout the Nation. Even with a corps of trained vol- 
unteers, a large magnitude event will likely overwhelm the available trained re- 
sources. The key to increasing the efficiency of the clinic lies within the ability to 
utilize less skilled personnel to complete the paperwork and to remove, to the great- 
est extent possible, the decision making process from these less skilled people. 
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The Johnson County Health Department is currently investigating a product from 
NexGenisys, a Kansas City based company, called Metropolitan Emergency Dis- 
pensing System (MEDS). The product provides critical support for mass prophyleixis 
clinics by providing patient tracking, labeling, inventory reporting and clinical deci- 
sion support. This program is designed to improve the efficiency of the prophylaxis 
clinics by using an evidence-based clinical decision support system that will assess 
risk factors and determine appropriate treatment for the victims. This will allow for 
the better utilization of health care professionals, at a time when this resource will 
likely be scarce. It is our hope that utilizing a system, such as MEDS, will allow 
us to provide this vitally important medication to our population in a much more 
timely manner. 

Everyday Benefits of Bioterrorism Preparedness 

The tragedy of September 11, 2001 and the ensuing bioterrorism events of that 
fall were a terrible moment in U.S. history. While it was impossible to imagine at 
the time, good has come from those horrible events. We have become stronger as 
a nation, focused clearly on what are weaknesses are, and worked to strengthen 
those weaknesses. Public health is one discipline that has benefited from this focus 
and work. 

An act of bioterrorism is similar to a naturally occurring disease outbreak, only 
on a different scale. Therefore, all of our preparedness activities that we are under- 
taking are providing an increased capability to detect and respond to any disease 
outbreak. 

Additionally, the addition of the risk communicator and information specialist po- 
sitions and the development of a risk communication plan have added an extra level 
of expertise and capability to our department public information officer. These new 
resources have been utilized many times to develop and refine messages our depart- 
ment sends to the media. 

Finally, our efforts in bioterrorism preparedness have made us more recognizable 
to outside organizations. In the past, it has been difficult for the Health Department 
to make contact with certain groups or organizations. Now, the Public Health Emer- 
gency Preparedness and Response Program regularly meets with representatives 
from these organizations. Many of these groups and organizations actively seek out 
our program for assistance or guidance. These new relationships have provided the 
opening to work on non-bioterrorism related projects. 



